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                                                                ABSTRACT 
This study focused on perceptions and experiences of Ward-Based Outreach Teams 
in implementing Primary Health Care Re-engineering at Nyandeni and Mhlontlo Sub- 
Districts in OR Tambo District. Primary Health Care (PHC) is defined as essential 
health care, devised to be universally accessible to the community through means 
acceptable to them, with their full involvement and at costs that the community can 
afford. 
The National Department of Health (NDoH) introduced the new strategy of Ward-
Based Outreach Teams (WBOTs) that are regarded as the key stakeholders in this 
effort, as they render health services at households. WBOTs are allocated in 
different municipal wards and are supposed to visit the population, irrespective of 
race, socio-economic status and geographical setting. 
The aim of the study was to explore and describe the perceptions and experiences 
of Ward-Based Outreach Teams in implementing the RPHC at Mhlontlo and 
Nyandeni sub-districts. The qualitative research design was employed to reach the 
objectives of the study. The sample used was all WBOTs who had been working for 
more than one year and had undergone WBOTs training for ten days. Self- 
structured questionnaires, one-on-one interviews and a focus group were used to 
collect data from different categories of WBOTs. The researcher adhered to the 
ethical standards of nursing research as explained by the Democratic Nursing 
Organization of South Africa, such as anonymity, confidentiality, privacy and quality 
research. Participant’s names were not written on the questionnaires. 
The data was analyzed using themes, categories and sub categories, the statistical 
package for social sciences. Bar graphs and tables were used to communicate data. 
The results of the study showed that WBOTs are essential to needy households and 
individuals. The study revealed that the job of Community Health Workers (CHWs) 
involved community mapping, giving health education talks, household registration, 
tracing of defaulters, referring needy clients to health facilities depending on severity 
of illnesses and building relations with other government organizations, namely the 
Department of Home Affairs, to help clients obtain birth certificates and identity 
documents, the Department of Social Development, for social problems within 
vii 
 
households, and the Department of Education, acting as partner for the overall 
welfare of students. The results of the study revealed that shortage of outreach 
teams, limited resources, inconsistence in recruitment of Health Promoters and 
Community Health Workers causes psychological distress, frustration, absenteeism, 
less concentration when serving communities and impacts on the service delivery 
system. Therefore, it is recommended that the Department of health should provide 
outreach teams with medical equipment, dedicated transport, trainings and improve 
recruitment and retention strategy. 
In conclusion, the findings of this study indicated that the department of Health has 
taken the right direction with this programme and that some cooperation does exist 
between health and other departments. 
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RPHC Reengineering Primary Health Care  
NHI National Health Insurance 
WBOTS Ward-Based Outreach Teams 
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                                                        CHAPTER 1 
                                             OVERVIEW OF THE STUDY 
 
1.1 INTRODUCTION AND BACKGROUND 
The focus of the study was the perceptions and experiences of Ward-Based 
Outreach Teams in their implementation of Primary Health Care Re-engineering at 
Mhlontlo and Nyandeni sub-districts in OR Tambo District in Eastern Cape, South 
Africa. In South Africa, reforms have been developed which aim at strengthening the 
functionality of Primary Health Care (PHC), to improve the health status of South 
African citizens. PHC is defined as essential health care made universally accessible 
to individuals and families in the community by means acceptable to them, through 
their full participation, and at costs that the community can afford (Haan, 2013:40). 
The purpose of the National Health Insurance (NHI) is to provide universal health 
coverage for all. It is defined by the World Health Organization as a financing 
mechanism with the goal of giving all citizens access to quality health care, where 
everyone is given protection from financial hardships linked to accessing health 
services (Haan, 2013:41). 
  
South Africa is faced with a currently inefficient and ineffective health system. The 
National Department of Health (NDoH) introduced the new strategy of Ward-Based 
Outreach Teams (WBOTs) as a key component in its effort to address problems of 
accessibility. The purpose of WBOTs is to render health services at households. 
WBOTs are allocated in different municipal wards and are supposed to visit the 
population of the ward, irrespective of race, socio-economic status or geographical 
setting.  
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1.1 INTRODUCTION AND BACKGROUND 
This study seeks to explore the experiences of WBOTs in the implementation of 
Primary Health Care Re-engineering at Mhlontlo and Nyandeni sub-districts. Both 
are sub-district in a deep rural area in OR Tambo District, characterized by poor 
roads which limit access to health services. Some communities in this area live in 
low socio-economic circumstances; experience a high rate of unemployment and 
poverty, and a quadruple burden of diseases, being severe acute malnutrition and 
diarrheal diseases in children under five, TB, HIV/AIDs and non-communicable 
diseases. There is a high mortality and morbidity among mothers, neonates and 
children and this statement is supported by the OR Tambo data analyzed in District 
Health Barometer for the period 2013/2014 (Massyn N,2015:103,152&206). The 
data from OR Tambo hospital’s paediatric units showed quite a high number of 
children under five being admitted with acute severe malnutrition, diarrheal diseases 
and TB or HIV/AIDs, (Massyn N, 2015:146).  
According to DHIS reports 2013/14 OR Tambo district showed poor performance in 
Millennium Development goals 4, 5 and 6 which are Maternal, child and HIV/AIDs 
page  (Massyn N,2015:117,127,162). Mhlontlo and Nyandeni sub-districts are under 
OR Tambo Health District which is a National Health Insurance (NHI) pilot site in 
Eastern Cape, with a population of 1 358 453 according to Census, 2011. In 2010 
and 2011 NDoH, through Human Resource Development (HRD) and partners like 
the Foundation for Professional Development and Broad Reach, started training 
professional nurses, health promoters, environmental health practitioners and CHWs 
for the Reengineering Primary Health Care (RPHC) programme in all provinces. In 
September 2012, the Eastern Cape Department of Health introduced the RPHC 
programme in all districts. It is essentially a very new programme. (Health, 2010:17) 
The role of CHWs on the WBOTs is household registration of all citizens, as well as 
health prevention and promotion (particularly that of mothers and children, and 
HIV/TB cases) by conducting simple screens for potential health problems. Each 
team is led by a professional nurse who is known as Outreach Team Leader (OTL).  
WBOTs are obliged to refer all community members to facilities where such referral 
is required and should make use of outreach back-to-back referral forms. The facility 
health care professionals and doctors are required to reply in writing on the same  
3 
 
1.1 INTRODUCTION AND BACKGROUND 
referral forms, giving feedback of the diagnosis of the referred client and stating the 
interventions expected from the WBOT (Health, 2010:1of 2 & 2 of 2). 
The Reengineering Primary Health Care Programme is divided into three streams 
that interact with each other: The first stream is the District Clinical Specialist Team 
(DCST) that further consists of three dyads and one single specialist, (Health, 
2014:22).  The aim of this stream is to intervene in South Africa’s unacceptable 
infant, child and maternal mortality in order to achieve Negotiated Service Delivery 
Agreement (NSDA) outcome 2; reducing maternal and child mortality (CHW Manual 
version 1, 2010:10). These are specialist nurses and doctors who support health 
care professionals by providing mentoring and coaching to inexperienced doctors 
and nurses, as well as guiding them to improve their ability to provide effective 
maternal and child health services.  
The structure of the DCSTs is as follows: The Primary Health Care Dyad includes 
the family physician and advanced clinical nurse specialist, while the Maternal Dyad 
comprises the obstetrician, gynaecologist (O & G) and advanced midwife. The Child 
Care Dyad comprises the paediatrician, advanced paediatric nurse and 
anaesthesiologist. The DCST stream was launched in September 2012 (Pillay, 
2014:5)  
The second stream is the Ward-Based Outreach Team that comprises of Outreach 
Team Leaders, who are professional nurses, health promoters and environmental 
health practitioners, and Community Health Workers. The 6 CHWs, 1 health 
promoters and 1environmental health practitioners all report to the Outreach Team 
Leader, (Health, 2010:14). Figure 1 on the following page shows a simple 
organogram of the structure of the Ward-Based Outreach Teams. 
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1.1 INTRODUCTION AND BACKGROUND 
WARD BASED OUTREACH TEAMS 
 
 
 
 
 
 
 
 
Figure 1:  Hierarchy structure of WBOTs (Health, 2010:14) 
The above figure reflects the hierarchy structure of WBOTs and reporting channels 
of communication. The Outreach Team Leader being on top as the person 
responsible to manage the work of the Outreach Team and ensure clear link and 
relationship are established (Health, 2010:15). The Health promoters , 
Environmental health Practitioners and Community Health Workers are reporting all 
their work to the OTL.  
WBOTs role, amongst others, is to demonstrate to community/household members 
how to manage their own health; for example, how to care for a new-born’s umbilical 
cord to prevent infection and sepsis by using clean dressings and methylated spirits 
and by washing hands before and after taking care of the new-born.  
 
Outreach Team Leaders 
(Professional nurse) 
Health 
Promoter 
Environmen
tal Health 
Practitioner 
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WBOTs also give health education to communities on how to take chronic 
medication to prevent complications, (Health, 2010:16-18).   
The third stream is the Integrated School Health Programme (ISPH), staffed by 
professional nurses. This cadre visit crèches providing immunizations to children 
under 5 years and give health services and reproductive health in schools, (Health, 
2010:17). 
Due to a gross shortage of professional nurses, the Outreach Team leaders are 
retired nurses employed for a yearly contract, renewable. Due to malfunctions within 
the health system, sometimes there are delays in the renewal of these contracts.  
Table 1 outlines the roles of the three streams of RPHC:  
Table 1: Streams of the RPHC. 
Stream  Team members Purpose 
   
DCSTs 4 specialist doctors and 3 clinical 
specialist nurses 
Strengthen the health system and 
provide mentorship and guidance to 
health facilities, (Pillay et al, 2014:8). 
WBOTs 1 professional nurse, 1 health 
promoter, 1 environmental health 
practitioner and 6 CHWs per team 
To improve accessibility to health 
services by providing health care at 
household level. 
ISPH Professional nurses To improve access of health 
services to  crèches and schools  
   
1.2. PROBLEM STATEMENT 
Ward-Based Outreach Teams’ core function is to improve the health status of 
communities, to prevent and reduce the disease burden and to promote health 
through improved quality of care and Universal Health Care Coverage. Universal 
Health Care Coverage will be ensured by the implementation of National Health 
Insurance (Health, 2010:7).  Mhlontlo District Hospital, Nessie Knight and Dr Malizo 
Mpehle Hospital report high mortality rates among children due to severe acute 
malnutrition, non-booked pregnant women, a high rate of teenage pregnancy 
resulting in school dropouts, high numbers of girls under 20 years of age attending 
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termination of pregnancy services and high maternal mortality rates and stillbirths, 
thus negating the tenets of Millennium Development Goals (MDG) 4 and 5 (Massyn 
N, October 2015:92). Surprisingly, this is happening despite the presence of WBOTs 
in most municipality wards. The experience of this researcher is that some 
community members delay seeking professional advice from health care facilities. 
They present at clinics when there are already severe complications. Diseases like 
tuberculosis are preventable and curable if screened early and treated early, but 
result in death if interventions are delayed.  
In view of this, exploring the perceptions and experiences of WBOTs in relation to 
the implementation of RPHC at Mhlontlo and Nyandeni sub-districts became 
imperative. Such information is needed to improve effectiveness of health care 
services for communities.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   
1.3 PURPOSE OF THE STUDY  
The main purpose of the study was to explore the perceptions and experiences of 
Ward-Based Outreach Teams in the implementation of Primary Health Care Re-
engineering at Mhlontlo and Nyandeni sub-districts in OR Tambo District in Eastern 
Cape, South Africa.  
The specific objectives of the study were: 
 To explore the experiences and perceptions of WBOT’s in implementation of the 
RPHC at Mhlontlo and Nyandeni sub-districts in the Eastern Cape Province. 
 To explore how the WBOTs interact with PHC facility staff in their catchment 
areas. 
 To determine challenges and successes associated with WBOTs in 
implementation of RPHC at Mhlontlo and Nyandeni sub-districts in the Eastern 
Cape Province. 
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1.4 RESEARCH QUESTIONS 
The research questions are the clear, concise interrogative statements which are 
written in present tense and include one or more variables. Research questions are 
expressed to guide the implementation of qualitative studies (Burns, 2013:355). 
The research questions that guided this study were: 
 What are the experiences and perceptions of WBOTs in implementing RPHC 
at Mhlontlo and Nyandeni sub-district in the Eastern Cape Province? 
 
 How do WBOTs interact with PHC facility staff in their catchment areas? 
 
 
 What are the challenges and successes associated with WBOTs in the 
implementation of RPHC at Mhlontlo and Nyandeni sub-district in the Eastern 
Cape Province? 
 
1.5 DEFINITIONS OF KEY TERMS  
Primary health care is an approach that is regarded as a set of essential, sound 
and socially acceptable health care methods to individuals and families in the 
community through their full participation, at costs that the community and the 
country can afford to maintain at every stage of their development in the spirit of self- 
reliance and self-determination, and the attainment by all the people of a level of 
health that will permit them to live socially and economically productive lives (WHO, 
Alma Ata Conference, 1978, (Haan, 2013 :40). The Outreach Teams are working 
from PHC facilities. 
Primary Health Care Re-engineering (PHCR) is a model or approach that provides 
PHC services and includes for the first time CHWs as part of the formal structure of 
the health service. CHWs render services to communities, families and individuals at 
community-based health facilities at the household level in each ward. Their focus 
area is maternal, women and child health, HIV/AIDs and TB, chronic non-
communicable diseases, violence and injuries, (Health, 2010:9)).  WBOTs are the 
essential stakeholders in implementing the RPHC model.  
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Essential health care means basic health care and services that are necessary and 
important for most people, (Haan, 2013:40). The basic health needs for our 
communities includes, amongst others, a clean water supply, proper sanitation and a 
clean environment (de Haan, 2013:41). As observed in this this study, WBOTs, 
through CHWs and health promoters, visit communities regularly to promote health 
by conducting health education talks about causes of diseases, how infectious 
diseases spread and how can they prevent the spread of these diseases.   
Accessible health care means that the health service is available and are utilised 
by the community members (Mark & Hsiao, 2008: 114) Accessibility includes public 
transport available at all times to and from health care facilities and the provision of 
services that are rendered by skilled clinical practitioners who are organised as 
treatment is available. All clients must, in addition, be treated with the same courtesy 
and respect (de Haan, 2013: 42). It also includes the availability of medication and 
health care professionals to deliver the services, as expected by communities.  
 Acceptable in PHC means a level of health care that is acceptable to the health 
provider and health care consumer in terms of local needs and constraints, (Haan, 
2013:42). The utilisation rate of the existing health care facilities indicates that the 
services are acceptable to the communities. The fact that the WBOTs are admitted 
to households to register household members and take family histories shows that 
the services they render are acceptable to the community. 
Affordable in PHC refers to a situation whereby the healthcare facility is centrally 
situated geographically in terms of distance from the consumers and at a price that 
both the communities and health care workers can afford. In South Africa all PHC 
services are free (de Haan, 2013: 43).  As observed in this study, affordability was 
ensured by WBOTs taking these services to the households in communities. 
According to the set norms and standards of South African Primary Health Care 
Services, access is measured by the proportion of people living within 5km of a 
clinic, (The Primary Health Care Package for S.A 2001: 12). 
Accountability refers to health services that are offered to fulfil people’s needs, with 
the full involvement of communities in decision-making, (Health, 2011:15). 
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Communities must be engaged regarding the time taken for services to be rendered 
and how they are offered. Service boards must be displayed that make travellers 
aware how far services are and which services are rendered in which facility, to 
prevent delays in cases of emergency.  
National Health Insurance is a health insurance programme that is financed by 
taxes and administered by the government to provide comprehensive healthcare that 
is accessible to all citizens of the country (de Haan, 2013: 41). It is a financing 
system that will make sure that all citizens of SA are provided with essential health 
care that is appropriate, efficient and of quality (Health, 2010:7). The NDoH, through 
National Health Insurance is responsible to ensure that PHC infrastructures are 
spacious enough to prevent overcrowding has started improving existing health 
infrastructure and to meet Ideal Clinic streams and are well equipped 
 All PHC facilities in OR Tambo have computers for client registration to fast- track 
procedures and rationalisation of tick registers to ensure that national core standards 
of all health institutes are implemented (NDoH, 2010 :7).  
The Negotiated Service Delivery Agreement (NSDA) is a charter that reflects the 
commitment of key sectoral and intersectoral partners linked to the delivery of 
identified outputs as they relate to a particular sector of government. Two examples 
of these partners include the Department of Social Services and the Department of 
Women, Children and People with Disabilities (Health, 2010:6).  
Community Health Workers (CMWs) are health care workers drawn from the 
community and identified by the community members, employed on contract by the 
DoH. CHWs undergo Phase 1 CHW training (Community Health Workers Manual: 
2010,6). The CHWs’ role is to do community assessments and household 
registration, which is part of the process of determining the real needs of a defined 
community, (Health, 2011:21).  
Community health nursing is nursing care within the context of the client, family 
and community with a prevention focus that enhances the client’s ability for self-care, 
involving a collaborative effort to maintain continuity of care (Health, 2011: 22). 
In this study, Outreach Team Leaders as professional nurses have a responsibility to 
capacitate health promoters and CHWs about the RPHC programme, especially the 
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importance of confidentiality with regards to clients’ information, and treating all 
clients with respect and dignity (Health, 2010:15).  
1.6 RESEARCH DESIGN AND METHODOLOGY 
The methodology is a focus on the development, testing and evaluation of research 
instruments and the methods used in research investigation. Its aim is to improve the 
trustworthiness of data collection tools (Brink, 2012:117). The method used in this 
study was focus group interviews (six groups with six to ten participants) and 
individual interviews, together with questionairres). 
1.6.1 Research design 
The research design used in this study was the qualitative, explorative, descriptive 
contextual design (Hilla Brink, 2012:193). The design was used to explore and 
describe the perceptions and experiences of WBOTs in implementation of RPHC at 
Mhlontlo and Nyandeni sub-districts. 
1.6.2 Target population  
The target population were the sub-district managers, community based service 
managers, Outreach Team Leaders, health promoters and Community Health 
Workers that have undergone RPHC training at Mhlontlo and Nyandeni sub-districts. 
Household families around Mhlakulo CHC and Port ST John’s CHC were also 
participants in this study as stated in the Skills development report of trainings done 
in 2012/13.  
1.6.3 Accessible population 
The accessible population was all the participants who were present on the day of 
data collection and signed the consent form to participate in the study.  
1.6.4 Study sampling 
The sampling technique that was used in this study was non-probability purposive 
sampling. The reason for this sampling was to have participants that were 
knowledgeable about the phenomenon under study (Brink, 2012: 138). The selected 
group of WBOT members were all persons who were available and willing to 
participate in the study from Mhlontlo and Nyandeni sub-districts.  
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1.7 SIGNIFICANCE OF THE STUDY 
It was important to conduct this study for the following reasons: 
Findings from this study may change the mindset of implementers and supporters of 
the programme. Findings may lead to changes in the way in which things are done in 
the two sub-districts, and may influence changes in the whole OR Tambo District. 
The hope is that it will lead to greater understanding of WBOTs’ experiences in 
implementing Primary Health Care Reengineering in Mhlontlo and Nyandeni sub-
districts. The study recommendations will help the poorer performing sub-district to 
benchmark best practices by the better performing sub-district. The outreach teams 
helped communities who do not have identity documents by accompanying and 
negotiate for them with Home Affairs including children with no birth certificated. 
CHW negotiate with SASSA to provide food parcels to orphans and needy people 
identified during HH visit. It will also help to improve the quality of WBOTs service 
delivery and the dashboard indicators of the whole district. 
The findings of this study will create more awareness of each individual team 
member’s challenges and those of the entire Ward-Based Outreach Teams. If the 
recommendations of the study are considered by the two sub-districts, the 
accessibility of health services to the community may increase. The OR Tambo 
District and Mhlontlo sub-district dashboard indicators, including the child and 
maternal mortality and morbidity (MDG4 and 5), might be improved.  
1.8 DELIMITATIONS (SCOPE) OF THE STUDY 
The study covered the roles and the current functioning of a single RPHC stream, 
WBOTs. It looked at the factors affecting the implementation of this aspect of RPHC 
at Mhlontlo and Nyandeni sub-districts and the processes followed during household 
visits at the two sub-district wards. The study focused on the perceptions and 
experiences of WBOTs at Mhlontlo and Nyandeni sub-districts at OR Tambo district 
in the Eastern Cape Province.  
The research was limited to WBOTs at Mhlontlo and Nyandeni sub-districts only and 
as such should not be generalised to the entire district or Eastern Cape Province. It 
is possible that WBOTs did not provide honest responses, thinking the study might 
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be punitive as they are the implementers of the RPHC. However, the participants 
may be assured of anonymity and confidentiality of their identity and responses. 
1.9 INCLUSION CRITERIA 
The participants in this study were the WBOTs allocated in municipality wards at 
Mhlontlo and Nyandeni sub-districts between 2012 and 2015. They signed informed 
consent forms. They were trained on the roles of different categories of WBOTs for 
phase 1 (ten modules in CHWs’ manual) and had been fieldworkers for at least one 
year at the time of study.  
1.10 EXCLUSION CRITERIA  
Exclusion criteria were WBOTs in Mhlontlo and Nyandeni sub-districts that were 
facility-based and teams in other in other sub-districts under OR Tambo District.  
1.11 RESEARCH INSTRUMENT 
A semi-structured interview questionnaire was used for data collection, as well as 
individual interviews and focus group interviews, (Hilla Brink, 2012:56).    
1.11.1 Data collection 
The researcher used open-ended questions in conjunction with probing questions for 
clarification of responses. Focus group interviews was used to get different and 
similar responses from participants. The researcher asked probing questions to get 
more information. In-depth interviews refer to staying in the same field till saturation 
is reached and will be confirmed when all responses are similar, (Hilla Brink, 
2012:173). The questions asked focused on the perceptions and experiences of 
WBOTs in implementing RPHC at Mhlontlo and Nyandeni sub-districts. Tape 
recorder and field notes were used for data recording in a boardroom at Mhlontlo 
sub-district offices at Qumbu town. Participants were consulted through the right 
channels of communication; that is, the OR Tambo District Manager. The data 
collection was done using focus group interviews. The participants were grouped 
according to categories of workers within the WBOTs. These groups were 
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interviewed until saturation was reached. If it had not been reached with the chosen 
number, extra groups would have been interviewed. The participants were recruited 
for focus group interviews categorically as they arrived in the waiting room using 
numbers for example first five to six participants arrived at the same time. Saturation 
was reached after three focus groups were interviewed with similar responses and 
the whole group left was interviewed at the same time, repeating same responses as 
the previous respondents, (Hilla Brink, 2012:173).  
The processes followed during the study were explained fully by the researcher to 
the participants. The expectations of participants were explained clearly and before 
audio recorded interviews were done, signed consents were requested and granted 
by participants. The researcher organized files and labeled them according to dates, 
different types of participants and the sub-district where the data was collected. 
Proper record keeping was considered when conducting the research.  Data was 
collected with the help of an experienced research assistant.  
1.11.2 Data analysis 
Data analysis was done concurrently with data collection. Data analysis is a process 
of reducing, organizing and giving meaning to the data, (Burns, 2013:46). Data was 
first read several times for the purpose of familiarity after which transcripts were 
constructed. Tesch method of data analyses was used to form themes with the help 
of a coder. Categories and sub-categories were formed. The researcher organized 
files and labeled them according to dates, different types of participants and 
municipal wards where the data was collected, (Hilla Brink, 2012:56). Proper record-
keeping procedures were followed when conducting the research. Participants in 
research were consulted through the right channels of communication via the 
Provincial Department of Health, district managers and sub-district managers and 
the expectations from them were explained clearly during preparatory meetings. 
1.12 TRUSTWORTHINESS 
1.12.1 Credibility 
According to Brink, (2012: 172) researchers that are using qualitative research 
method must ensure credibility, confirmability, dependability and generalizability. 
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Trustworthiness was ensured by the researcher through the use of the tape recorder 
during the process of interviews. The researcher organized a second person who 
recorded during data collection to confirm correct capturing of data and conform to 
the ethics of research, thus ensuring that findings were trustworthy.  
1.12.2 Dependability  
Dependability was established by arranging for a qualified skilled auditor who was 
experienced in research (Hilla Brink, 2012:127) to assist. The researcher used a 
colleague as an auditor who assessed and followed the procedures carried out by 
the researcher in the study to evaluate if they were acceptable.  
1.12.3 Confirmability 
Confirmability ensures that the outcomes, the closure and recommendations are 
accompanied by data and that there is internal agreement between the researcher’s 
interpretation and the actual evidence (Hilla Brink, 2012:127). This was achieved by 
including an audit procedure.  
1.12.4 Generalizability 
This study has aspects which may be applicable to other sub-districts but on the 
whole cannot be assumed to be true for all sub-districts. This study cannot be 
generalized to the whole district, (Hilla Brink, 2012:174). 
1.13 ETHICAL CONSIDERATIONS 
All ethical consideration, as set out by the Democratic Nursing Organization of South 
Africa (DENOSA:20050) under ethical standards for nurse researchers, were 
observed in this study, participants in this study were requested to voluntarily sign a 
consent form after full explanation of the research processes, agreeing to participate 
in the study. The researcher ensured that confidentiality was maintained and that the 
participants would be unknown to the readers of the study, (Hilla Brink, 2012:48). 
The researcher requested for permission to do the study from University of Forte 
ethics committee in writing from the Provincial DoH, and the district where the study 
was conducted. Consent forms were distributed to the participants and the 
researcher gave full explanations about the study, and the expectations of 
participants. The participants were told about their right to withdraw from the study at 
any given moment.    
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1.13.1 Anonymity 
The participants were unknown to anyone. The researcher ensured anonymity by 
covering the links between the study and the participants. Names of participants 
were not attached either to research questions nor responses, (Hilla Brink, 2012:37). 
1.13.2   Confidentiality 
Confidentiality was maintained by the researcher through keeping completed 
research questionnaires and video and tape recorders in a locked filing cabinet or 
lockable safe, to prevent linkage of data collected to individual participant, (Hilla 
Brink, 2012:38). Access to questionnaires, data collected and transcriptions were 
limited only to the supervisor of this study, University of Fort Hare and the Research 
Ethics Committee, (Hilla Brink, 2012:34).  
1.13.3 Beneficence 
There was no danger involved in this study. The researcher ensured that the 
participants were not exposed to emotional, physical, social, economic or legal harm, 
(Hilla Brink, 2012:35). 
1.14 DISSEMINATION OF RESULTS 
The results of the study will be an agenda item on the District Management Team 
(DMT) for District Health Planning (DHP) and will be shared at provincial strategic 
meetings. The researcher will further present the results of this study in the WBOTs’ 
training meetings and will present in workshops, seminars and conferences. The 
results will be published online and be available at libraries, (Hilla Brink, 2012:35). 
1.15 CONCLUSION                                                                                                         
The study focused on the perceptions and experiences of WBOTs regarding 
implementation of the RPHC at Mhlontlo sub-district. Readers will be aware of the 
complexity of the scope and that the standard of work of each team member 
ultimately affects the health of communities in Mhlontlo and Nyandeni. It is hoped 
that the DoH will be made aware of gaps in service delivery, if there are any.  The 
researcher gained information about the interaction between the WBOTs and health 
care facilities directly from the implementers; this enhances the trustworthiness of 
the data as pertaining to the specific sub-districts studied. 
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                                                             CHAPTER 2 
                                                        LITERATURE REVIEW 
2.1 Introduction and background 
The previous chapter focused on motive for the study, the objectives of the study 
and the methodology. This chapter will focus on literature related to the study. 
Literature review is defined as an organised written presentation of what has been 
published on a topic by scholars and includes a presentation of research conducted 
in a selected field of study, (Burns, 2013:97). This study sought to uncover the 
perceptions and experiences of Ward-Based Outreach Teams in Reengineering 
Implementing Primary Health Care (RPHC) and so all literature that was deemed 
relevant was reviewed. Since the programme is new, no research yet exists to this 
researcher’s knowledge on the topic. However, comparable programmes in other 
countries were reviewed. This chapter covers some of them, as well as all relevant 
documentation that pertains to the programme itself. 
This study was conducted at OR Tambo District in the Eastern Cape Province, South 
Africa. Eastern Cape is made up of eight districts; Nelson Mandela Bay Metro and 
Sarah Bartman, in the northern part of the province; Amathole and Buffalo City Metro 
in the central area, and Chris Hani and Joe Gqabi on the western side of the 
province. The OR Tambo National Health Insurance (NHI) site where the study took 
place is situated on the eastern side of the Province, with Alfred Ndzo District 
alongside it. All of these districts implement RPHC and have contracted outreach 
teams (WBOTs) but the study was done in OR Tambo due to the fact that it is the 
first one to be identified as NHI site in Eastern Cape.  
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Figure 2 shows a map of the area. 
Fig 2: OR Tambo District map. 
 
 
OR Tambo Health District consists of four sub-districts; King Sabatha Dalindyebo 
(population 448 639, according to statistics South Africa 2011, having  49 PHC 
facilities – 44 Clinics and five Community Health Centres); Mhlontlo sub-district 
(population 2121 561 and 26 PHC facilities – 18 clinics and two community health 
centers);  Nyandeni sub-district (population 438 190 and 51 PHC facilities (48 clinics 
and 3 CHCs); and lastly Qaukeni sub-district (population 211 561 and 2 PHC 
facilities – 20 clinics only). 
The researcher decided to conduct the study at Nyandeni and Mhlontlo sub-districts 
because Nyandeni has a large population and is the poorest-performing district in 
dashboard indicators, according to the District Health Information System (DHIS). Its 
performance negatively impacts to the whole district (DHIS 2013/2014).  
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Mhlontlo sub-district was chosen for the study because it has a lower population and 
is the best performing sub-district in dashboard indicators. Its WBOTs show the best 
results (DHIS 2013/2014).  Together the two sub-districts form almost half of the 
whole district and would enable the researcher to gain a broad and in-depth 
knowledge about perception and experiences of WBOTs. The researcher believed 
that the sample chosen fits the purpose of the study, (Hilla Brink, 2012:145).  
Studies conducted by Pillay, 2003 and Tlebere et al., 2007 in South Africa revealed 
that accessibility of health services to communities remained a big challenge due to 
distances people need to travel, transport constraints and the money required to 
reach health care facilities. It is for this reason that South Africa decided that five 
kilometers is the maximum distance that should exist between a health facility and 
the community it serves, Constitution of SA, 1996: 21) Section 27. An international 
conference held in Alma Atta in 1978 covered the issue of health for all through 
Primary Health Care (PHC) as a vehicle to achieve this goal. PHC was regarded as 
the overall strategy for health care, (Haan, 2013: 40). The National Department of 
Health declared that PHC should be delivered through the district health system in 
order to achieve this goal, (Haan, 2013:32).  
The World Health Organization (WHO) explained that access to health is every 
individual’s right and referred to the ethical basis of each country’s health policy as 
“health for all” (Haan, 2013:40). This study covers a limited literature review for 
South Africa as there have been no studies on this exact topic. The researcher will 
focus on studies on related programmes in other countries such as Brazil. The 
review is based on primary and secondary sources (that is from books and articles 
written in North West Province, Western Cape, Tshwane and Eastern Cape).  
Programmes similar to Reengineering Primary Health Care (RPHC) or Community 
Health Care (CHC) are practiced in a few countries like Ghana, Taiwan, Tanzania 
and Brazil. In 2011 the implementation of RPHC started in South Africa, despite the 
fact that none of the countries where similar programmes existed had reviewed the 
effectiveness of their programmes. According to the norms and standards of the 
primary health care package in South Africa, the focus of primary health care is on 
maternal health with an integrated approach, being preventive, promotive, curative 
and rehabilitative in nature (Haan, 2013:38). 
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Ghana has responded to its high burden of disease and poor access to health care 
services by developing a strategy known as the Community-based Health Planning 
and Services (CHPS) Initiative. In its efforts to improve affordable health services, 
Ghana decided to make use of Village Health Workers (VHW), a plan that was 
adopted by the Ministry of Health as part of its PHC strategy. It was, however, 
abandoned in 1980 due to serious challenges in resources, training, monitoring and 
supervision (Cole-King, 1979). In response to criticism of its volunteer approach, 
Ghana resorted to paid workers in 1980, naming them Community Health Nurses. 
The aim was to provide more professional, acceptable and effective services than 
Village Health Workers. They deployed 200 trained nurses, some working from sub-
district health centers. The Ghana strategy is partially similar to that of South Africa 
(Nyonator, 2005:7).  In South Africa, before 2008 the Village Health Workers (VHW) 
known as “onompilo” were working from the clinics to the communities in their 
areas/villages.  
The difference between the WBOTs in South Africa and the village health workers of 
Ghana is that WBOTs start with registration of households and implement a total 
PHC package, not focusing only on TB and HIV/AIDs. In the past South Africa had 
Village Health Workers VHW, Home-based carers, lay counselors, volunteers and 
Direct Observation Treatment support (DOT), all of which were terminated in 2008. 
Some were volunteers, some received a stipend, and some were on the Persal 
system. Some were from the programme Love Life, which was a partner supporting 
DoH, while others were under government. There was little control of these 
categories because of the irregularities in conditions of employment.  
In 2003 the instruction from DoH was that there should be no volunteers in the 
Department of Health. Managers at operational level had to decide on exit points for 
this cohort, according to the Community Health Policy Framework (2003).  Many 
whom were illiterate or had little formal education were converted to general 
assistants in facilities where there were funded vacant posts and those that had at 
least Grade 10 were trained to be enrolled nursing auxiliaries.  Some decided to 
retire or terminate their services.  
A study done in 2012 by Nxumalo, Goudge and Thomas focused on three CHC 
programmes and covered CHWs only. A study done at Sedibeng District in Gauteng 
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focused on successes of the WBOTs (Nxumalo, 2014).Sedebeng study revealed 
that the  introduction of outreach teams improved the access of health services to 
the community of Sedebeng.  The health sector, through the leadership of Dr Aaron 
Motsoaledi, has been assigned the responsibility to achieve the government’s 
strategic outcome of, “a long and healthy life for all South Africans” by harnessing all 
medical resources through focusing on the Primary Health Care approach to achieve 
the expected outcomes. This was guided by the long-term vision of the National 
Development Plan (NDP: 2030) for health in all policies which states that “long term 
health outcomes are characterized by various elements many of which are outside 
the health system: lifestyle, diet and nutrition levels, education, sexual behavior, 
exercise, road accidents and the level of violence”. 
 It is clear that a “root-and-branch” effort is needed to improve quality of care and 
that the primary and district health system should provide universal access, with a 
priority on prevention, health education, disease management and treatment. The 
strategy to be used must be coupled with reforms aimed at improving management, 
having more and better-trained health workforce, with a decentralized authority in 
facilities, better informed communities and a special focus on maternal and infant 
care.,(CHW Participant Guide, Phase 1:25).   
The Community Health Worker Policy Framework has been developed to guide and 
direct the engagement of WBOTs as the cohort that delivers primary health care at 
the basic level of contact with the health system. It is a critical component of the 
health care system, and its strength affects the entire system. The National and 
Provincial Departments of Health are obliged to guide the application of the policy 
framework at district level. The other target group to ensure implementation of the 
policy framework is Non-Government Organisations. 
 
South Africa’s human resources scarcity is affected by both pull and push factors, 
such as the loss of knowledgeable and advanced trained healthcare workers to more 
lucrative, developed countries that have lower service demands on personnel, the 
high morbidity and mortality rates amongst health workers, high absenteeism due to 
burnout and job-related stress, and a deteriorating work environment due to the 
poorly functioning health system, which  includes overcrowding due to poor 
infrastructure (Health: 2010:9). Both the JLI 2004 report and the World Health Report 
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2006 initiated the development of measures to overcome human resource 
challenges by introducing “task-shifting” – a review and subsequent delegation of 
tasks to the lowest category that can perform them effectively and successfully. 
www.who.int>hrh>documents>comm... 04.03.2015. Community members were used 
to render defined basic health services to their communities so as to increase the 
accessibility of health care services to households. WHO also indicated that 
accessibility to health services is everybody’s right and that the ethical basis of each 
country ‘s policy must be Health for all” (Hall& Taylor 2003:17). 
The literature shows that the role of Community Health Workers is acknowledged by 
people on a global scale. Most countries that have accommodated CHWs in their 
formal health systems have reported tangible benefits in terms of improved health 
outcomes.  The National Health Council gave instructions that essential steps be 
taken to restructure the health system, i.e. overhauling the healthcare system in 
South Africa to become more efficient and effective, for the benefit of the population, 
(Health, 2010:7). This gave effect to the vision for the re-engineering of primary 
health care based on lessons learnt from the Brazilian health care model. 
Considerable efforts and resources were harnessed in 2010 to model the PHC Re–
engineering strategy on the Brazilian concept of Community Health Agents (HCA). 
This Community Health Care Worker policy on recruitment of CHWs 2013 focuses 
on three streams, namely, Ward-Based Primary Health Care Outreach Teams (to 
use their full name – Ward-Based Outreach Teams in this document) using the 
existing municipal ward as the basis for service delivery; the Integrated School 
Health Programme and District Clinical Specialist Teams.  
In South Africa Reengineering of Primary Health Care started in 2011/2012 with 
introduction of Ward Based Outreach Teams (WBOTs) to nine Provinces. The 
WBOT includes a team leader who is usually a professional nurse, a team of about 
six Community Health Workers, Environmental Health Practitioner and Health 
promoter (Health, 2010:14). A strong recommendation emanating from the audit of 
the various categories of CHWs was that all community-based health workers be 
regarded as Community Health Workers and they would focus on disease prevention 
and the promotion of health at community, household and family levels. Health 
promoters and environmental health practitioners are also key members of the 
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WBOTs (Health, 2011:15). These teams are an attempt at rationalizing the different 
roles, focusing on structures of Community Health Workers into a unifying, 
comprehensive and integrated service delivery platform to reach families, 
households and communities.  
The WBOTs are deployed in urban and rural areas, informal settlements and 
townships irrespective of race, age, colour and gender. The system paves the way 
for a future in which CHWs could play a significant role in the modern health care 
system of South Africa, (Health, 2010:22-24)). There is full cognisance of the vast 
body of work undertaken since 2003 by the Departments of Health and of Social 
Development to bring about harmonization in the environment of Community Health 
Workers as a cohort of workers, relevant to the core responsibilities of each 
department. A number of draft policy frameworks have been developed, namely, 
Community Health Policy Framework (2003); Principle, Policy and Implementation 
Framework for Primary Health Care and Social Service Delivery through Community 
Care Givers (2007); and Community Care Giver Policy Framework for Home-Based 
Care (2009).  
The main focus of these efforts was to provide an effective and efficient occupational 
workforce to promote home community-based care within PHC as the backbone of 
the district health system. The Community Health Worker Policy Framework 
(CHWPF) was initially launched in 2004, in a rapidly changing service delivery 
environment in South Africa, with the hope that it would bring about significant 
changes in the use of Community Health Workers (CHWs) in the health system.  
Several systems of names have been and are still used to describe this cohort of 
workers: community care givers (CCGs), Community Health Workers (CHWs), 
Community Health Aides (CHVs) and Community Health Volunteers. The PHC Re 
Engineering Policy Framework has now laid the foundation for a common 
understanding of the role and purpose of the CHWs within the WBOT, (Health, 
2010:17). 
The decision that was taken by the National Health Council during the conclusion of 
the PHC Re-Engineering Strategy was that it would be fruitful to the community if 
each ward within the district were covered by a WBOT for health issues (Health, 
2010:09&10). Each Ward-Based Outreach Team will be composed of six Community 
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Health Workers and a professional nurse (the core team) and where resources 
allow, a health promoter and an environmental health practitioner will be added to a 
team.  According to Statistics South Africa 2011, there were 4,277 electoral wards in 
South Africa and it was directed that each ward must at least have one WBOT.  
2.2 RECRUITMENT AND SELECTION 
The National Department of Health came to a consensus regarding the criteria for 
selection during recruitment of CHWs (Health, 2010). The decision revolves around 
the education and experience of the candidate eligible for appointment.  CHWs need 
to be literate and must be from within the communities in which they will work. 
Ideally, they need to be selected by their communities rather than appointed by 
agencies.  Their selection should be a joint effort undertaken by the community and 
the Ward-Based Outreach Team leader, including the ward councilor. The following 
principles are suggested in the selection and recruitment of CHWs: 
 
2.2.1 Principles guiding recruitment and selection 
 The first phase of recruitment and appointment of CHWs for the Ward- Based 
Outreach Teams was to accept existing CHWs funded by the Department of 
Health or its funding partners. The vacant CHW positions were to be 
advertised locally and internally at the sub-district level (Health, 2010:1of 4). 
 The knowledge, skills and competence of the new recruits is developed 
through extensive orientation, training, mentorship and supervision 
programmes. The average amount of training for each team member is ten 
consecutive days for the first phase and is done for all categories of workers 
in the Teams. The second phase of this cohort’s training is five consecutive 
days. Confidentiality and professional ethics are emphasized due to the fact 
that these teams are dealing with human lives and all clients need to be 
treated with respect and dignity, (Health, 2011:30)  
 The first cohort of CHWs required close supervision and were appointed only 
onto outreach PHC teams where there was a team leader i.e. a professional 
nurse to mentor, coach and supervise their work. Supervision is a continuous 
process within WBOTs hence even senior CHW supervised the newly 
contacted ones and coach them. In the absence of a team leader, the facility 
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manager where the CHW is allocated is bound to take the same responsibility 
and to provide stationery and relevant medical equipment, (Health, 2010:37 of 
LG)  
  All newly recruited CHWs were expected to perform and fulfill the full range of 
functions required of a CHW in the first two years that is community mapping, 
giving health education talks, household registration, tracing of defaulters, and 
referring needy clients to the health facility depending on severity of illness. 
Part of their work is to build relations with other government organisations; the 
Department of Home Affairs to help clients with birth certificates and identity 
documents, the Department of Social Development for social problems within 
households and the Department of Education, partnering with them for the 
welfare of students.   
 CHWs that do not meet the job and competence requirements after two years 
of training, support and supervision are not eligible to continue serving as a 
CHWs.  
 The first cohort of CHWs recruited to implement Primary Health Care 
Reengineering were appointed as contract workers on a yearly renewable 
contract. The retired professional nurses were appointed on contract as Ward-
Based Outreach Team Leaders in different wards at each district municipality.    
 The provincial implementation teams determine the number of PHC outreach 
teams and the location of the teams and create the necessary employment 
mechanisms and posts. At Nyandeni there are 51 wards allocated to 170 
CHW, eight Health Promoters and 34 Outreach Team Leaders compared to 
97 CHW, four HPS AND 12 OTLs in Mhlontlo. 
 
2.2.2 Minimum entry requirements for selection into WBOTs 
CHWs are expected to be functionally literate and are tested through having to 
complete the application form in their own handwriting, without being helped by 
anyone. They must have completed some training, either un-accredited or 
accredited, to NQF level 1-4. They must also have at least one year of experience as 
a community-based health worker or a minimum of two years’ experience in the 
health field.  
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CHWs must have a positive testimonial from a previous employer Department of 
Health He or she must reside in the area that they will be serving; in areas where 
there is a shortage of CHWs, “area” can be broadly defined. They must be prepared 
to undergo orientation and training and sign a performance agreement. 
 
In addition, they must meet basic competence requirements which are; undergo 
theoretical and practical assessment after phase 1 orientation training before 
qualifying for phase 2 training. For the qualification course CHWs must undergo 
theoretical and practical assessments, passing examinations provided by the 
department. 
 
 
Figure3: CHW Participant Guide                 Ward Based PHC OTL Orientation  
 Phase1                                                           Programme Learner Guide 
                  
  
The above Figures 3 and 4 showed the manuals used for training in phases 1 and 2, 
each consisting of ten modules. After appointment of CHWs in 2011, training started 
for the orientation of the outreach teams that were to implement Reengineering 
Primary Heath Care in all provinces.  
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The participants were professional nurses delegated from facilities of the DoH, 
retired professional nurses appointed on one-year contracts for outreach services, 
health promoters and community health workers. This orientation was crucial, as it 
gave guidance and direction to kick-start the new programme, clarifying roles and 
overall structure.   
 
Figure 5   Different learner Guides  
For CHWs Qualification                              Figure 6 Ward Based PHC Orientation 
(Basics of Disease Etiology (Block2)         Programme Facilitator Toolbook 5  
         
Figure 7 Community Health Worker Facilitators Guide 
  .   
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Figures 5, 6 and 7 show the manuals and study guides used for the one-year CHW 
qualification course which aims at improving knowledge and skills of CHWs in order 
for them to give efficient and effective health services to the communities they serve. 
Facilitator Tool Book 5 is used by the team leader who works as facilitator or trainer 
for the outreach teams and it contains different types of stationary used to collect 
data from House Hold (HH). The one-year qualification course was introduced by the 
National Department of Health in 2014 through human resource development. Each 
province was given numbers to train and criteria to be used for selecting the 
candidates.  
 
Eligible candidates for the CHW qualification are those that have a matric (Grade 12) 
certificate, or Adult Based Education Training (ABET) Level 9, have undergone CHW 
training, phases 1 and 2 (ten days and five days respectively) and have, passed both 
theoretical assessment and the practical assessment on the job.  Amongst the team 
leaders, five per district were trained by DoH to be master trainers of CHW 
qualification course before the course resumed.  Thirty CHWs from Mhlontlo and 
Nyandeni, 15 from each, were approved to be in the first group of the course.  All of 
these CHWs were participants in this study. 
2.3 LEGAL FRAMEWORK  
The South African constitution stipulates that citizens have the right to be treated 
equally and the basic human right of every individual must be upheld. The rights of 
South African citizens are contained in the Bill of Rights that forms part of this 
Constitution of South Africa (Constitution of the Republic of South Africa, 1996). All 
people living in South Africa, irrespective of whether they are a South African or not, 
are compelled by the constitutional rules and regulations.  
Health care practitioners such as doctors and nurses are obliged to comply with the 
Bill of Rights, treating all people with respect and dignity irrespective of whether rich 
or poor, or of race, colour, creed or age. Also the outreach teams have to respect the 
community they serve, treat all members with dignity and maintain confidentiality by 
not sharing information from households with anyone except when referring clients to 
other health care practitioners as stipulated in Community Health Worker Service 
Pledge, (Health, 2011:30). 
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2.4 PATIENTS’ RIGHT CHARTER 
 
The National Department of Health developed the Patients’ Right Charter which 
promotes and protects the rights of patients in the hands of health care providers 
within the Department of Health (Health, 2011:27). This charter guides health care 
workers on how to treat all patients with respect and dignity; part of the requirements 
is that employee wear identification in the form of name tags when serving clients 
(South Africa’s Patients’ Rights Charter). www.breastsens.com>news2>81.  
 
The following statements specify all the rights stipulated in the Patients Right 
Charter. 
Every patient has a right to: 
 A healthy and safe environment 
    Participation in health care decision making 
 Access to health care 
     Knowledge about insurance / medical schemes 
 Choice of health services 
   Treatment by a named health care provider 
 Confidentiality and privacy 
   Informed consent 
 The right to refuse treatment 
   Referral for a second opinion 
 Continuity of care 
 Freedom to complain about poor quality of care 
 
The outreach teams implementing RPHC are guided by the Patients’ Rights Charter 
in all they do, and are expected to inform their clients about these rights. 
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2.5 OUTREACH TEAM LEADERS MANUAL 2011 
The National Department of Health developed the Ward-Based Outreach Manuals 
guiding the outreach teams on their functioning according to the protocols of the 
Health Department, CHW Participant Guide Phase1, 2011, Outreach Team Leader 
Orientation Programme Facilitator Guide,Toolbook 2010, CHW Household Tools 
Phase 1, Outreach Team Leader Orientation Prgramme Learner Guide as 
mentioned in Chapter 2 of this study. (Health, 2010:15-37) 
These manuals help the clinical nurse practitioners to understand how the 
Reengineering PHC model strengthens PHC to enhance the implementation of 
National Health Insurance and shows how the outreach teams communicate with 
and relate to other services within the Health Department (Health, 2010:6-10)). The 
OR Tambo District where the study was conducted has been identified by the 
National Department of Health as the first district in the Eastern Cape to implement 
National Health Insurance (NHI). 
  
2.6 THE NATIONAL HEALTH ACT 
In 2003 the National Health Act was published to introduce a framework for a formal, 
structured, uniform health system within the Department of Health in South Africa in 
an effort to comply with the Constitution of South Africa (Act No.61 of 2003). The 
National Health Council was developed by the National Health Act. It is accountable 
to develop policy guidelines used to monitor the provision, development, distribution 
and utilization of human resources in the national health system.  Human resources 
considered in this study are the implementers of Reengineering Primary Health Care 
(RPHC), that are professional nurses working as team leaders, health promoters and 
community health workers. The other members are the environmental health 
practitioners. In Eastern Cape Province this cohort falls under the ambit of the local 
municipality. They are invited to team meetings in times of crisis, such as during an 
outbreak of waterborne diseases like in certain areas, (Health, 2011:30). 
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2.7 REENGINEERING OF PRIMARY HEALTH CARE  
In 1978, the Alma Ata Declaration defined PHC as essential health care based on 
practical, scientifically sound and socially acceptable methods and technology which 
is made universally accessible to individuals and families in the community. These 
services are rendered through full participation of the community, at a cost that is 
affordable to the community, within 5km of where they live (The Primary Health Care 
Package for S.A 2001: 12). Services must be of a standard that is acceptable to 
them (Primary Health Care Package for S.A. 2001). Reengineering Primary Health 
Care complies with the Alma Atta declaration, the Patients’ Rights Charter and the 
Constitution of South Africa, as it provides quality services at household level. 
2.8 Conclusion 
 
In this Chapter, after conducting literature review, the researcher discovered that 
there is a lot of literature revolving around Primary Health Care but little around Ward 
Based Outreach Teams and Reengineering of Primary Health Care. The researcher 
presented demography and map of OR Tambo where the study was conducted. The 
recruitment process and the minimum requirement including selection criteria for 
WBOTs recruitment was presented in details. The manuals and study guides used to 
capacitate Ward Based Outreach Teams was presented in a form of figures and 
discussions. The Legal framework was also included in this chapter, Patients Right 
Charter, Outreach Team Leaders Manual 2011, National Health Act and 
Reengineering Primary Health Care were presented.  The following Chapter will deal 
with methodology of this study. 
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                                                      CHAPTER 3 
                                              RESEARCH METHODOLOGY 
 
3.1 INTRODUCTION  
Chapter one of this study described the introduction and background to this study 
and Chapter Two covered available legislation and literature on the topic.  This 
chapter describes the research methodology used. Methodology is discussed in 
terms of the research questions, the objectives of the study, the study setting, data 
collection, data analysis and ethical considerations. The aim of this section is to 
inform the reader about how the investigation was performed and what was done by 
the researcher in order to get answers to the research questions (Hilla Brink, 
2012:199) Method used was unstructured focus group interviews (six groups of six to 
ten participants), questionnaires and individual interviews. 
 
3.2 THE STUDY DESIGN 
Grove, Burns and Gray (2013:195) define the study design as the outcome of a 
series of decisions the researcher will make concerning how best to implement the 
study. The research design of this study was qualitative, explorative, descriptive and 
contextual in nature. This design was used to explore and explain the perceptions 
and experiences of Ward-Based Outreach Teams in the implementation of Primary 
Health Care Reengineering at Mhlontlo and Nyandeni sub-districts in OR Tambo 
District.  
 
3.3 THE STUDY POPULATION 
The population is defined as all the individuals, elements, substances and objects 
that meet certain criteria for inclusion in a given universe (Grove, Burns, Gray 
2013:44). The target population of this study consisted of two community-based 
services managers, all professional nurses operating as outreach team leaders and 
all health promoters and trained Community Health Workers allocated to Mhlontlo 
and Nyandeni sub-districts in OR Tambo District. The population also consisted of 
two sub-district managers, two nursing managers of Mhlakulo Community Health 
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Centre at Mhlontlo and two from Port St John’s CHC at Nyandeni sub-district. Lastly, 
the families in villages around Mhlakulo and Port St John’s Health Centre also 
formed part of the study population. The table below shows the population of the two 
sub-districts. 
 
Table 2: The total population of the two sub-districts 
  
Sub-
district 
Category Female Male Population Participants  
responded 
      
Mhlontlo Sub-district manager 01 00 01 01 
Nyandeni Sub-district manager 01 00 01 01 
Mhlontlo Community Based 
Manager 
01 00 01 01 
Nyandeni Community Based 
Manager 
01 00 01 01 
Mhlontlo Nursing Service 
Manager 
01 00 02 02 
Nyandeni  Nursing Service 
Manager 
01 00 01 01 
Mhlontlo  Outreach Team 
Leaders 
12 00 12 12 
Nyandeni Outreach Team 
Leader 
34 00 34 30 
Mhlontlo Health Promoter 02 02 04 04 
Nyandeni Health Promoter 06 02 08 06 
Mhlontlo Community Health 
Workers 
92 05 97 40 
Nyandeni Community Health 
Workers 
164 06 170 66 
Mhlontlo House Hold Families 06 02 05 08 
Nyandeni House holds 06 02 06   08 
Totals  328 11 332 185 
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Figure 8: Participants in the study. 
 
 
Figure 8 above shows the participants of this study by sub-district, indicating that 
females are more dominant than males and that there are more CHWs in the RPHC 
teams than any other kind of team members. Various colours reflect different 
categories of participants. Figure 8 shows clearly that females are contracted in 
bigger numbers for outreach services than males in all categories. 
Figure 9: Human resource components of the RPHC programme 
 
 
 
Figure 9 above shows that CHWs, in brown, are greatest in number in the RPHC 
programme, followed by outreach team leaders (blue) followed by health promoters. 
These are the key figures and the backbone of the RPHC programme.  
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3.4 RESEARCH QUESTIONS 
The research questions are clear, concise interrogative statements, written in 
present tense, including one or more variables. Research questions are expressed 
to guide the implementation of qualitative studies, (Hilla Brink, 2012:86). 
For this study, the research questuons were: 
  What are the experiences and perceptions of WBOTs in implementing RPHC 
at Mhlontlo and Nyandeni sub-districts in the Eastern Cape Province? 
 What are the roles of WBOTs in the community? 
 What are the challenges and successes associated with WBOTs in the 
implementation of RPHC at Mhlontlo and Nyandeni sub-districts in the 
Eastern Cape Province? 
 
3.5 THE AIMS OF THE STUDY 
The main aim of the study was to explore the perceptions and experiences of Ward-
Based Outreach Teams regarding implementation of Primary Health Care Re-
engineering at Mhlontlo and Nyandeni sub-districts in OR Tambo District in Eastern 
Cape Province, South Africa.  
The specific objectives of the study were:  
 To explore the experiences and perceptions of WBOT’s in implementation of the 
RPHC at Mhlontlo and Nyandeni sub-districts in the Eastern Cape Province. 
 To explore how the WBOTs interact with PHC facility staff in their catchment 
areas. 
 To determine challenges and successes associated with WBOTs in 
implementation of RPHC at Mhlontlo and Nyandeni sub-districts in the Eastern 
Cape Province. 
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3.6 RESEARCH DESIGN AND METHODOLOGY 
The methodology is a focus on the development, testing and evaluation of research 
instruments and the methods used in research investigation. Its aim is to improve the 
trustworthiness of data collection tools (Brink, 2012 : 199). The method used in this 
study was the structured focus group interviews (six groups with six to ten 
participants, and individual interviews. 
3.6.1 Research design 
The research design used in this study was the qualitative, explorative, descriptive 
contextual design (Hilla Brink, 2012:193). The design was used to explore and 
describe the perceptions and experiences of WBOTs in implementation of RPHC at 
Mhlontlo and Nyandeni sub-districts. 
3.6.2   Target population  
The target population were the sub-district managers, community based service 
managers, Outreach Team leaders, health promoters and Community Health 
Workers that have undergone RPHC training at Mhlontlo and Nyandeni sub-districts. 
Household families around Mhlakulo CHC and Port ST John’s CHC were also 
participants in this study, (Burns, 2013:44).  
3.6.3 Accessible population 
Accessible population was all the participants who were present on the day of data 
collection and signed the consent form to participate in the study.  
3.6.4 Study sampling 
The sampling technique that was used in this study was non-probability purposive 
sampling. The reason for this sampling was to have participants that were 
knowledgeable about the phenomenon under study, (Brink, 2012:130).The selected 
group of WBOT members were all persons who were available and willing to 
participate in the study from Mhlontlo and Nyandeni sub-districts.  
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3.7 SIGNIFICANCE OF THE STUDY 
It was important to conduct this study for the following reasons: 
Findings from this study may change the mindset of implementers and supporters of 
the programme. Findings may lead to changes in the way in which things are done in 
the two sub-districts, and may influence changes in the whole OR Tambo District. 
The hope is that it will lead to greater understanding of WBOTs’ experiences in 
implementing Primary Health Care Reengineering in Mhlontlo and Nyandeni sub-
districts. The study recommendations will help the poorer performing sub-district to 
benchmark best practices by the better performing sub-district. It will also help to 
improve the quality of WBOTs service delivery and the dashboard indicators of the 
whole district. 
The findings of this study will create more awareness of each individual team 
member’s challenges and those of the entire Ward-Based Outreach Teams. If the 
recommendations of the study are considered by the two sub-districts, the 
accessibility of health services to the community may improve. The OR Tambo 
District and Mhlontlo sub-district dashboard indicators, including the child and 
maternal mortality and morbidity (MDG 4 and 5) might be improved.  
3.8 DELIMITATIONS OF THE STUDY 
The study covered the roles and the current functioning of RPHC streams (WBOTs), 
the factors affecting the implementation of RPHC at Mhlontlo and Nyandeni sub-
districts and the processes followed during household visits at the two sub-district 
wards. The study focused on the perceptions and experiences of WBOTs at Mhlontlo 
and Nyandeni sub-districts at OR Tambo District in the Eastern Cape Province.  
The research was limited to WBOTs at Mhlontlo and Nyandeni sub-districts only and 
as such should not be generalised to the entire district nor Eastern Cape Province. It 
is possible that WBOTs did not providing honest responses, thinking the study might 
be punitive as they are the implementers of the RPHC. However, the participants 
may be assured of anonymity and confidentiality of their identity and responses. 
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3.9 LIMITATIONS OF THE STUDY  
 
The research was limited to WBOTs at Mhlontlo and Nyandeni sub-districts only and 
as such could not be generalised to the entire district or the entire Eastern Cape 
Province. It is possible that WBOTs did not provide honest responses, thinking the 
study might be punitive. Other than this, no other limitations can be listed.  
3.10 DATA COLLECTION 
Data collection is a precise, systematic sequential gathering of information that is 
relevant to the research study purpose, and the specific objectives, questions or 
hypothesis of the study (Burns and Grove, 2013:45-46). The researcher is expected 
to have knowledge about various techniques used when collecting data in order to 
be able to choose the most suitable one for the study being conducted (Burns and 
Grove 2013: 46).  
In this study the researcher used both individual (one-on-one) and focus group 
interviews. Unstructured questions were used by the researcher to get information 
from participants. Unstructured interviews are defined as open-ended questions 
used simultaneously with probing questions (Hilla Brink, 2012:158). In order to get 
perceptions and experiences of participants during the study, a researcher must 
follow the guidelines explained by Brink et al that is, to use focus group interview 
questions in an environment that is non-threatening and accepting, (Hilla Brink, 
2012:158). By using unstructured interviews, the researcher was able to glean in-
depth information about participants’ perceptions and experiences in RPHC 
implementation.  
When a researcher uses focus group techniques, the possibility is that group 
dynamics may assist the participants to express themselves more freely and clarify 
their views in relation to one another. The assumption is that this is unlikely to 
happen in one-on-one interviews, (Burns, 2013:46). The focus group technique was 
used for interviews of outreach team leaders and Community Health Workers until 
the researcher felt that the information from participants was saturated. The 
managers and health promoters were interviewed through one-on-one interviews, 
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with questionnaires having been circulated to them before the dates of interviews, 
and collected on the date of data collection. 
The researcher booked a central venue at Mthatha Resource Centre for data 
collection from sub-district managers, community-based managers and health 
promoter managers who were participants in this study.  This was done with the 
purpose of speaking to managers close to their offices where they were able to use 
the free internet to access their emails while they waited, so as to make the process 
more convenient for them. One focus group of OTLs and CHWs was also 
interviewed at this venue as they happened to be based in Mthatha town, and this 
was the closest venue for them.  
The whole group sat in the foyer (an open space next to the lecture rooms) waiting 
for their turns to be interviewed. The researcher started by addressing the 
participants as a group, explaining the procedure to be followed, reassure them that 
this would not take long and that there was no risk involved. The confidential nature 
of the study was explained. Five OTLs and eight CHWs were interviewed on the first 
day. On the first day six managers and two focus groups of OTLs that were at the 
venue, were interviewed. The trend continued on the second day at Mhlakulo 
Community Health Centre where two managers and several CHWs and OTLs 
collected in one place. The afternoon was used for household interviews at Mhlakulo 
village.  
The total number of focus groups was eight, each with four to twelve participants. 
The total number of one-on-one interviews was 16; eight managers and eight 
general participants. Amongst the managers there were seven females and one 
male.  
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 Participants ONE ON 
ONE 
FOCUS 
GROUP 
Total 
population 
Percentage 
Code  
A 
all managers 08 NIL 08 100% 
Code 
B       
Outreach Team 
Leaders 
5  04 x8  
(each 
group) 
45 97% 
Code 
C 
Health Promoters 4 07 11 91.6% 
Code 
D     
Community Health 
Workers 
05 6 x 12 
(each 
group)  
77 72% 
Code 
E         
House Hold 
Families 
11 Nil 12 91.6% 
 
Table 3: The  distribution of participants using codes. 
4.2 PROCESS OF DATA COLLECTION 
The researcher’s starting point was the orientation of participants on the processes 
and activities that were to be followed pertaining to the WBOT interviews, including 
the distribution of groups and rooms prepared for interviews and the identification of 
the waiting area during the process. The questionnaires distributed earlier to 
managers were collected (Appendix A) as well as the WBOT self-assessments 
questionnaires (Appendix B). Because the managers tended to be constantly 
interrupted with urgent calls and unplanned meetings, the researcher started by 
interviewing them. 
 
4.3 DATA ANALYSIS AND INTERPRETATION 
The data was collected via audio recording tool and by writing the information as the 
participants responded during interviews. The researcher used a colleague as 
assistant in collection of data. The information obtained from participants was 
presented in frequency tables and figures.  
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                                                   CHAPTER 4  
                                         DATA ANALYSIS AND RESULTS 
4.1 INTRODUCTION  
This chapter focuses on the presentation of research results. The findings will be 
presented in one main topic that is, the perceptions and experiences of WBOTs in 
implementing Primary Health Care Reengineering at Mhlontlo and Nyandeni sub-
districts and in three themes, categories and sub-categories. All participants in this 
study were asked almost the same questions in six different categories, whether they 
were managers, outreach team leaders, health promoters or community health 
workers, with a few special questions for the household category.  
Managers were divided into four categories; sub-district managers, community- 
based managers, facility managers and operational managers. Their responses will 
be discussed in one theme. The figures below show the numbers of participants and 
the different categories participating in the study. Numbers vary according to the 
larger population in Nyandeni and the smaller population in Mhlontlo. A WBOT 
meeting preparatory to this dissertation was held on the 28th April, 2015 at OR 
Tambo District, Eastern Cape to let the district managers became aware that from 
the 29 June 2015 there will be interruption of Outreach services due to the study 
conducted in their area though it was not going to be a total closure of services. The 
researcher decided to conduct the study in two sub-districts, Mhlontlo and Nyandeni.   
4.2 DEMOGRAPHIC DATA OF PARTICIPANTS 
The participants were Department of Health employees participating in 
implementation of RPHC programme. Amongst the participants were two sub-district 
managers and two community-based service managers for outreach at Mhlontlo and 
Nyandeni sub-districts, as well as assistant managers nursing at Mhlakulo 
Community Health Centres in Mhlontlo, and Port St John’s Community Health 
Centre at Nyandeni. Other participants were the professional nurses operating as 
Ward-Based Outreach Team Leaders, health promoters and Community Health 
Workers at Mhlontlo and Nyandeni sub-districts. WBOT participants were all those 
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who had undergone phase one training lasting ten days and were employed from 
2011/2012, with at least one year’s experience in the field of RPHC. The participants 
were predominantly females. The largest number of participants were in the 
community health worker category. There were many because they had to cover all 
the municipal wards in the areas where they were allocated.  
Table 4: Response rates and distribution 
Category Sample       Responded                   Percentage % 
Sub-district managers 02 02 100% 
Community-based manager 02 02 100% 
Nursing managers 04 03 75% 
Outreach team leaders 46 42 91% 
Health promoters 14 12 85.7% 
Community health workers 130 122 58.5% 
Totals 198 181  
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  Table 5: Themes, categories and sub-categories of responses. 
Theme Category Sub-category 
   
4.3. Knowledge of 
Ward-Based 
Outreach Teams 
4.3.1Structure of Ward-
Based Outreach Teams.    
 4.3.2. Roles of team 
members  
Limitation of resources 
4.3.1.1 Constituency of 
WBOTs 
WBOTs market health 
services to communities and 
increase access to 
households. 
WBOTS do profiling and 
registration of households. 
Incomplete WBOTs limited 
transport, and services 
rendered were not as 
expected or accessible to all 
households.  
Managers know the number 
of households, wards and 
families in need of support. 
Receive reports from the 
CHWs.  
Not all WBOTs have toolkits. 
4.4 Services 
rendered by 
WBOTs 
4.4.1 Provide 
comprehensive health 
services to household. 
Provide health services in 
schools. 
Conduct community 
assessments and organize 
awareness days around 
4.4.1. Registration of 
households. 
Map households and 
compile community profile. 
Screening households for TB 
infections, pregnancy, 
sexually transmitted 
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community needs. 
Maintain confidentiality. 
 
 
 
 
infections and HIV/AIDs. 
Identify and manage minor 
health conditions in 
households and refer 
complicated cases 
Provide maternal, child, 
women’s health services. 
Conduct health education 
about all spheres of 
diseases.  
Provide school health 
services. 
Distribute condoms to 
individuals. 
Provide psychosocial 
support to families affected 
by HIV/AIDs and 
psychologically challenged. 
Support families with chronic 
and non-communicable 
diseases.   
Compile reports and submit 
to OTL and operational 
managers. 
Work in collaboration with 
other government 
departments and health 
partners.  
4.5. Interpersonal 
relationships 
between facility 
professional nurses 
and WBOTs 
 
 
4.5.1 Good relations 
between WBOTs and 
facility staff. 
4.5.2 Scheduled facility 
meetings between WBOTS 
and operational manager.  
Space provided for 
WBOTS to keep records 
Poor response of clinical 
staff to back-to-back referral.  
Poor control of CHW due to 
shortage of OTLs. 
Inadequate space to 
accommodate WBOTs in 
small PHC facilities. 
44 
 
 
4.5.2   
Communication 
between WBOTs 
with PHC facility 
staff 
and belongings. 
Plan together awareness 
days, war rooms and 
school health visits. 
Sharing of information with 
hospitals.   
 
 
Submit reports to OTL and 
operational manager. 
WBOTs allocated to report at 
facility in areas where they 
work. 
Late invitations for meetings 
and workshops.  
 
4.5.3 The 
relationships 
between ward 
councilors and 
WBOTs 
  
Given slots in imbizos 
(community meetings).   
 
 
Accepted and partially 
accepted by ward councilors 
Not good relations when a 
CHW contracted is not from 
the same village served. 
Support WBOTs to do 
announcements, scheduled 
programmes and health 
debates on community radio 
stations.  
Mobilization of community 
members to attend health 
services.  
Do health awareness 
campaigns and community 
dialogues. 
4.5.4. The 
relationship 
between WBOTs 
and other 
stakeholders 
                                  
WBOTs work in 
collaboration with other 
government departments 
 
Good relations with health 
partners, health systems 
trust and TB/HIV care 
supporters. 
  
Negotiate and discuss 
challenges identified during 
household visits with Dept. 
Home Affairs, SASSA, and 
Depts. of Social Welfare, 
Agriculture and Education. 
Negotiate transport support 
from partners.  
Negotiate human resource 
support from partners during 
45 
 
 campaigns. 
4.5.6 Recruitment 
of  WBOTs 
One-year renewable 
contract by province. 
 
 
 
 
One standing salary for 
CHW, irrespective of 
experience and education.  
Recruitment process delays.  
Delays in WBOTs contract 
renewal process.   
Number of teams posted to 
district by province not based 
on population served. 
No increase in stipend of 
R2000 per month since 
introduction of RPHC in 
2012. 
No stipulated grade for CHW 
intake. 
  
4.5.7 Challenges 
encountered by 
WBOTs  
Lack of resources both 
human and material.  
 
 
 
 
No dedicated transport.  
Toolkits and medical 
equipment available for only 
a few WBOTs. 
Limited communication tools.  
No dedicated offices or 
space for WBOTS to keep 
their records and belongings. 
Requires reasonable 
personnel to give quality 
care and manage the 
programme. 
Paper-based data collection 
system identified as 
inefficient. 
Need fully staffed additional 
data capturers for WBOT, 
not facility-aligned, and 
trained to enter WBOT data. 
Poor involvement of clinic 
supervisors in WBOT issues. 
  
46 
 
4.5.8.Trainings of 
WBOTs 
One manual with ten 
modules used for different 
categories of WBOTs 
irrespective of level of 
education. 
Facilitators conducting 
WBOT training are OTLs, 
trainers from partners and 
outsourced trainers 
.  
Poor training plan. 
Training different categories 
of WBOTs in one venue. 
Late communication to invite 
WBOTs before training. 
Use of facilitators not 
understanding home 
language of CHWs.  
  
4.5.9 Resources 
used by WBOTs  
 
Lack of recourses. 
 
Shortage of human 
resources.  
Shortage of medical 
equipment and toolkits. 
Lack of transport to visit 
deep rural, unreachable 
areas. 
Shortage of data capturing 
tools.  
Lack of communication tools. 
  
4.5.10 Quality of 
services rendered 
by WBOTs  
 
 
Improving health status of 
households. 
Undergoing training and 
benchmarking from others. 
Quality of RPHC training 
seen as good. 
WBOTs visit and treat all 
people equally. 
Dedication to home visits.  
Improving dashboard 
indicators. 
Treating communities 
equally and without favour. 
Support young, old, disabled 
people and those on chronic 
medication.  
  
 WBOTs are very 
supportive to communities. 
 
Willing to help and flexible to 
change plans when 
requested by communities. 
Start by educating clients in 
waiting areas at facilities 
before home visits. 
Going extra mile when 
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needed by working after 
hours voluntarily.  
 
 
 
4.5 RESULTS PRESENTATION: MANAGERS 
 
4.5.1. Knowledge of WBOTs 
Managers explained the WBOT structure as consisting of outreach team leaders 
being professional nurses, health promoters, environmental health practitioners and 
Community Health Workers. The expected full team per ward is made up of one 
OTL, one health promoter, one environmental health practitioner and six CHWs. 
Managers explained that WBOTs were introduced to them by district development 
staff from the provincial office, when they were given information about the structure, 
team roles, working hours, categories and how they would get staff for the 
programme. It was clarified to managers that all WBOTs would undergo training on 
the project before they started working as WBOTs. They further explained the 
functions of each WBOT category and that WBOTs would provide comprehensive 
primary health care services at household level, organizing community meetings at 
the electoral wards. One manager explained that WBOTs provide PHC services 
where people live and added: 
“WBOTs play a role in promoting the health of the community by providing door-to-
door health education and giving health services to households; checking if chronic 
medication is adhered to by clients by looking at their clinic cards, checking the date 
of previous clinic visits versus number of treatment the client still has and referring, if 
found not compliant. In some cases, WBOTs have to work in collaboration with other 
community structures, Community-Based Organizations (CBOs) and other 
departments such as traditional health practitioners and traditional leaders, Home 
Affairs, Education, SASSA and Social Development.” 
Another manager said:  
“WBOTs are our eyes and ears because they report incidents occurring in 
communities like outbreaks of diarrhea and measles in children, and the specific 
areas affected. They even tell us about health hazards in the community; faction 
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fights within the communities. This helps us as managers to do campaigns and 
support and in cases of unrest, to check and ensure safety of our facilities and staff 
in affected areas. 
4.5.2 Services rendered by WBOTS 
Managers responded with confidence that WBOTs carry out household registration, 
market WBOT health services, offer health education about treatment adherence, 
conduct campaigns on HIV/AIDS, TB and STIs in schools, communities and clinics 
as well as mobilize for immunization campaigns.  
According to managers, WBOTs, “design the way of working in the community and 
set a schedule for door-to-door and community meetings.” WBOTs raised awareness 
among other stakeholders or departments of health challenges in the community. 
One manager expressed her feelings about WBOTs thus: 
“WBOTs are special teams that have been formulated with the aim of assisting the 
government to work out the Millennium Development Goals 4, 5 & 6. They are our 
eyes where we cannot see as managers.”  
Managers further explained that WBOTs improved access of health services at 
household level. Mapping wards and registering every household was one of their 
essential services. Responses from participants revealed that almost everyone in the 
Health Department had knowledge of WBOTs.   
4.5.3. Staff attitudes to WBOTs  
Managers explained that all facilities were informed about the introduction and 
allocation of WBOTs in various PHC facilities, including the number of teams to be 
distributed in alignment with catchment areas and were told that not all facilities 
would have this cohort of health worker. Managers’ perceptions were that facility 
staff would be happy to get more staff to reduce workloads, but from reports received 
by their offices, this was not the case. Some WBOTs were not even given the space 
to keep their belongings and their tools. One responded said,  
“This issue of non-acceptance of WBOTs was very embarrassing to us when we 
heard that our professional nurses felt threatened by this group as they fear that no 
patients will visit the facility and that would jeopardize their jobs.”   
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But when managers tried to investigate the issue of attitude, they were happy to hear 
some WBOTs reporting that they had been received warmly and given a space for 
their bags and documents. Others, however, detected bad attitudes, with one health 
promoter saying that some facility staff felt they were taking their jobs. 
4.5.4 Quality of services rendered by WBOTs  
All managers mentioned that WBOT services could only be compared to the services 
provided by Agriculture and Social Development Departments, which collaboratively 
worked with them. Otherwise, WBOT services are “incomparable to any service 
structure.” 
Managers mentioned that WBOTs research hidden aspects in the communities like 
hidden HIV clients, vulnerable children, orphans not attending immunizations, 
disabled children locked in homes with nobody caring for them and old people in 
need of care. WBOTs ensure accessibility of health services to the communities. The 
nurse managers supported the programme; in one facility at Mhlontlo, an operational 
manager is allocated to help the WBOT and has meetings with them weekly. 
4.5.5 Training of WBOTs 
WBOTs attended a ten-day RPHC course in 2011/2012 followed by a five-day 
course conducted by the National DoH. The broad content of the course was not 
clear to managers but three managers said that they know it involves an expanded 
programme on immunizations, ante- and post-natal services and roles of each 
category of WBOT in the household. One manager said: 
“I have seen the big manual and a CD but I just peruse it without reading deeply 
except focusing on the first chapter dealing with orientation and roles of WBOTs.”    
Managers also mentioned that WBOTs were taken for practicals in different PHC 
facilities coached by outreach team leaders: “Amongst OTLs, some are trained as 
master trainers and deal with capacity building of existing and induction of newly 
recruited WBOTS.”  
Some CHWs complained that the manual is written in English although some of 
them had only Standard 8 (Grade 10). She added that some facilitators do not 
understand isiXhosa which is their home language and are unable to interpret clearly 
for them to understand. One said, “As managers we raised these concerns with the 
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district manager and they responded by training of our own OTLs as trainer of 
trainers.”  
4.5.6 Resources used by WBOTs 
Managers explained that during training WBOTs were given toolkit bags but they 
were not sure what was inside the bags. As a result, managers requested the 
operational managers in PHC facilities to give WBOTs tools of service, or anything 
WBOTs required. Managers also offered transport at the request of WBOTs 
depending on availability of cars and number of requests from other sections within 
each district. Managers said that they wished to have dedicated transport for WBOTs 
but due to lack of resources they become unable to offer much, except offering them 
lifts when possible. A manager from Mhlontlo explained: 
“We observe the good job done by WBOTs as our indicators on immunizations and 
ANC before 20 weeks are improving a bit, but the limited resources made us fail to 
give proper support to WBOTs, especially transport, fully knowing the distance they 
travel to deep rural areas. Yhoo! This frustrates me because we will be like, not 
appreciating WBOTs work or not accepting them.” 
4.5.7 Recruitment of WBOTs 
Managers raised concerns about the employment of WBOTs. All participants 
showed frustrations that the contract of employment for WBOTs was done by the 
provincial office and that human resource departments in sub-districts were just 
given numbers to contract for a year, without being told what to do when the 
contracts expired. One explained that there were always delays in renewal of 
contracts. As a result, they lost some health promoters to KwaZulu Natal, which was 
ironic unacceptable to the teams since Health promotion course is offered by Walter 
Sisulu University (WSU) in OR Tambo promotion course, Mthatha Campus. One 
said: 
 “Every April and May of each year we don’t reach our targets for immunizations 
coverage due to the gap caused by delays in contract renewals. We wish that 
Province can do renewal of WBOTs contract automatically and to be done at sub-
district level not by Province because even clinic committees display their frustration 
and there are questions from the community to us as managers at the district office.  
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Another manager said: 
” WBOTs are doing a great job but they are on abnormal Persal, which makes it 
difficult for us to help them even when their payments are not through as the system 
is only controlled by Province. This is sad.” 
4.6 RESULTS PRESENTATION: HEALTH PROMOTERS 
4.6.1 Attitudes of staff towards WBOTs 
Managers explained that all facilities were informed about the introduction and 
allocation of WBOTs in different PHC facilities, including the number of teams to be 
distributed in alignment with catchment areas, and were told that not all facilities 
would have this cohort of health worker. Managers’ perceptions were that facility 
staff responded in different ways according to experiences in the facilities where they 
reported. Some received a warm welcome while others appeared to be regarded as 
a threat and were treated coldly. The following comments were from the Health 
Promoters:  
“Sometimes nurses think that health promoters do not know their work, and feel that 
HP’s want to take their work.” 
“We were enough at this facility till the introduction of RPHC where one professional 
nurse was taken out to do outreach with no replacement and now we serve the bulk 
of patients alone”.  
The challenge starts when the facilities are overcrowded with patients. Outreach 
team leaders felt that facility managers were not fully aware of what role WBOTs 
were playing in the health system. Managers complained that there was no proper 
consultation and engagement during the introduction of the WBOTs’ programme. 
Most staff members in the CHCs appreciate the WBOT’s. Some CHWs were offered 
study leave for training as nurses. Approximately 30 CHWs explained that they had 
been allowed to attend a one-year CHW’s qualification course based on obtaining 
the required percentage on both written exams and practicals. During the interviews 
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CHW were doing their practical at Mhlakulo CHC. 90% had good attitudes towards 
WBOTs and 3% had negative attitudes. 7% were neutral or unsure about them. 
4.6.2 Quality of services to communities 
The health promoters maintained that services provided by the WBOT in the 
community were good and that they worked collectively as a team. They stated that 
the quality of service rendered by WBOTs to the community at times is not optimal 
due to challenges they encountered. One said:  
“Sometimes, we are not well prepared because of shortage of equipment, 
unavailability of transport, or the vehicle provided is too small to accommodate us 
all.”  
Some roads in villages where services are rendered are bad and made of gravel 
which makes it difficult to drive, especially when using the sedan type of car. Teams 
have waited for four by four twin cabs to become available which is a pool car shared 
by all personnel. One of HPs strongly said,  
“If we can just have dedicated car allocated to us or proper allocated days that we 
can be sure we can get transport dedicated to us, we can do better.”  
Participants highlighted that WBOTs are doing detection of diseases and helping 
with various conditions other than HIV/AIDs and TB. They provide good-quality 
services including the empowering of communities about treatment used for certain 
diseases and about treatment adherence; also about promotion of health and 
prevention of diseases. In her view, they deserved dedicated transport. 
4.6.3 What health promoters like about WBOT  
The HPs stated that they feel good about negotiating with the Housing Department 
for houses for the communities, assisting many communities to get toilets, organizing 
water tanks, social and child support grants, birth certificates, wheelchairs, food 
parcels, crutches and others essentials. All of them feel good about the prevention of 
diseases, promotion of health and referring clients for rehabilitation.  
4.6.4. Improvement of WBOT 
Health promoters suggested the provision of in-house service-training, provision of 
transport that must be dedicated specifically to WBOTs, recruitment of more health 
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promoters to improve frequency of household visits and community dialogues. There 
must be regular meetings for giving feedback by the whole team to share ideas, 
experiences and discuss challenges so as to develop quality improvement plans. 
4.7 RESULTS PRESENTATION: OUTREACH TEAM LEADERS  
4.7.1 Roles of WBOTs 
WBOTs screen individuals in households for TB infections and trace TB contacts to 
get treatment. WBOTs do pregnancy testing of all child-bearing aged individuals and 
refer those found pregnant for ANC at the nearest facility. One OTL said:  
“We maintain confidentiality of history given by our clients and we don’t even tell the 
family of the results.”    
They also mentioned giving health education talks about sexually transmitted 
infections and HIV/AIDs. They refer for treatment those already infected. They 
identify and manage minor health conditions in households and refer complicated 
cases. “We are able to conduct milestone assessment of children using toys and 
verbal communication commands.”  
They also check the Road to Health booklet for immunizations follow-ups and refer 
children to nearby facilities when needs arise. “We are assessing nutritional status of 
children and pregnant mothers using MUAC tapes and weighing scales. Our 
challenge is a shortage of resources.”  
They also conduct health education about all aspects of diseases. An OTL explained 
“As WBOTs we do both household visits and provide school health services, 
administering Vitamin A and deworming in crèches.”  
They provide these services due to the shortage of school nurses and when they do 
visit households, they find all children at crèches with their Road to Health Booklet. 
They also treat learners for minor ailments and refer children with complicated 
conditions for further management at PHC facilities. 
“We are also educating students and educators about types of family planning, 
dangers of teenage pregnancy and importance of male medical circumcision. We 
also distribute condoms to individuals at taxi ranks, shopping malls, shebeen, 
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community gatherings, sports grounds and municipality halls to improve dashboard 
indicators and reduce the spread of sexually transmitted infections.” 
4.7.2 Relationship with nurses at the sub-district hospital 
The relationship between the WBOTs and the professional nurses at the sub-district 
hospital is rather discouraging. The health promoters in Mhlontlo sub-district 
maintained that there is no support from managers.  One of the OTLs allocated at 
Mhlontlo stated:  
“Sometimes nurses think that OTLs do not know their work, and feel that they were 
employed to take their work”.   
One had something positive to report:  
“At Mhlakulo CHC, a facility manager gave us an office to keep our belongings and 
to write our reports and gave us a cabinet to keep our records and offer us transport 
twice a month to visit places with no public transport,” 
4.7.3 Relationship with ward councilors 
The relationship of HPs with the ward councilors was explained as good. The ward 
councilors were reported to be supportive, giving slots to HPs in their community 
gatherings, imbizos and meeting with other government departments. OTLS and 
HPs were accompanied by ward councilors to engage in social development on 
campaigns against teenage pregnancy, and in an integrated nutrition programme 
(INP) at Mhlontlo sub-district. Ward councilors work hand in hand with OTLs and 
HPs in negotiating with the Department of Agriculture to help with the reduction of 
severe acute malnutrition at Nyandeni sub-district by supporting communities to 
plough vegetables and to support agricultural projects. 
An OTL reporting at Malusi Clinic said: 
 “We have a beautiful vegetable garden supported by Agriculture inside the clinic. 
Community members receive different seeds according to seasons each year and 
sell the harvest nearby stores.”  
4.7.4 Training of WBOTs 
For the RPHC programme only one manual with ten modules is used for the 
training of different categories of WBOTS in one class, irrespective of level 
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of education. It is completed in ten days. Most OTLs have undergone ten 
days’ WBOT training but have also done the Integrated School Health 
Programme (ISHP), Integrated Management of Childhood Illnesses (IMCI), 
Basic Antenatal Care (BANC), Basic HIV/AIDS, PMTCT and the TB 
Programme. Health promoters and environmental health practitioners 
attended the same training, excluding IMCI.  
Community Health Workers undergo ten days’ CHW training and training on 
the use of data collection material for five days. WBOTS are trained from 
the WBOT manual how to fill in the forms for data collection and recording. 
Fifteen CHWs from each sub-district have already started the CHW 
qualification one-year course. This course is aimed at retaining CHWs and 
providing a CHW career path. Quality of WBOTs training is good and gives 
guidance on tasks such as how to capture information from households. It 
also includes report writing.  
In all the above training each WBOT is supposed to be given tools to collect 
and analyze data with a manual and CD/DVD as a source of reference 
However, not all have received this. The challenge is a shortage of the 
forms used to record household information, and lack of toner and paper for 
photocopying. As a result, many paid from their own pockets or wrote the 
information in books.  From the two sub-districts, WBOTs reported that 22 
CHWs were on various courses; twelve were on four-year comprehensive 
nursing diploma courses, six were enrolled on a two-year nursing course 
and four were doing Enrolled Nursing Assistant, a one-year course. Three 
were retired and four had resigned for better posts as data capturers within 
the Department of Health.   
4.7.5 Improvement of WBOTs 
The HPs suggested the following to improve the functioning of the WBOTs: 
Each team should have their own health promoters so as to cover all wards. 
There should be provision of equipment and transport allocated to WBOTs. 
There should be more recruitment of WBOTs staff for better service delivery. 
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There should be enough stationery relevant for recording information. 
There should be continuous training of CHWs.  
Replacement of staff should be done as soon as a staff member exits service. 
“We wish to have transport allocated to us as we are supposed to do community 
mobilizations before immunization campaigns and other activities scheduled for the 
year, so that by the time services are rendered, all communities are aware, and there 
is better attendance,” said a health promoter. 
4.8 RESULTS PRESENTATION: COMMUNITY HEALTH WORKERS 
4.8.1 Knowledge about WBOTs 
The respondents maintained that WBOTs help the community in handling their 
health issues.  Broadly, the services that CHWs on WBOTs provide to the 
community are home-based care, maternal and neonatal care and woman’s health 
(MNCWH), non-communicable disease screening and social services, counseling 
and support. In their daily visits to the households, they promote health, prevent 
illness, offer referrals, treat under-fives, do ANC and Post-natal care, give chronic, 
home-based care, register births for Home Affairs, distribute food parcels and give 
directly observed treatment support (DOTS) services. Additionally, they give health 
talks on teenage pregnancies, contraceptives and HIV/AIDS. They also conduct 
Mom Connect (*134*550*1#) for pregnant women and see to early booking of 
pregnant women. The purpose of Mom Connect is to reduce maternal and infant 
deaths. 
4.8.2 Training of CHWs 
The response was that not all CHWs have undergone Phases 1 and 2 training. 
CHWs complained that sometimes they are invited late for workshops and ended up 
not attending due to transport constraints. CHWs said that some of them have Grade 
10 and others have Grade 12, but training manuals are all written in English and the 
facilitators were not fluent in isiXhosa. One participant said,  
“We were taught by a white English lady who does not understand our language. We 
were mixed in a class with OTLs and health promoters and we were afraid of asking 
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questions when we don’t understand - until we talked to one of our OTLs before the 
end of day one of the training.”  
This difficulty was reported to a district manager who asked Province to send the 
facilitator to East London and rather bring in an isiXhosa speaking facilitator. The 
trainees were then satisfied.  
They reported that that they enjoyed the training and felt better equipped after the 
sessions. Two participants mentioned that on the last day of training they were made 
to stand up in class and read the CHW Pledge of Service from the manual.  
“What I like with the pledge is that it told us to keep information received from 
families a secret and to treat all people equally with dignity and to visit all households 
whether rich or poor, black or white.”   
They showed the manual as shown in Chapter 2, the literature review of this study. 
Another participant said that she was undergoing training in the CHW qualification 
programme, and showed the manuals used. She said that the course was one year 
and that she was currently doing practicals after the first block of two weeks. She 
stated that they were a group of 60 from the four sub-districts in OR Tambo – 15 
CHWs per area.  
Participants mentioned that some CHWs who had Grade 12 had been given study 
leave for doing the four-year Diploma in Nursing. Some were training as Enrolled 
Nurses and Enrolled Nursing Assistants and some were employed as data 
capturers. One of them said,  
“I don’t want any training; I am waiting for my retirement but what worries me is that I 
don’t have a pension because I am a casual. I don’t know what my grandchildren will 
eat and my funeral cover (masigncwabane in Xhosa) will lapse and we are going out 
of this department bare-handed after many years of service. But I am happy at 
helping our communities to improve their health problems.” 
4.8.3 Impressions of the services provided by WBOTs  
The WBOT members expressed feelings of self-fulfillment and contentment in 
providing health services to their community.  They maintained: 
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“It makes me feel good to do the basic nursing care although at some stage we are 
not free because there are no gloves to use during service delivery.” 
“We feel good because it is within us to give services to community, although at 
some cases we feel like giving up because of the family negative attitudes.”  
One of the CHW emphasized her feelings about her work: 
 “I feel a lot of sympathy and empathy for the clients who are bed-ridden. As a result, 
sometimes I visit them after hours just to help and support.” 
 
4.8.4 Challenges of WBOTs 
The CHWs enumerated many challenges affecting their effective and efficient 
provision of services to the community, as follows: 
Lack of transport to move around the community in order to cover more areas. 
Lack of toolkits and equipment or materials (rain coats, gumboots, umbrellas, etc). 
Lack of medical equipment like weighing scales, MUAC tapes, BP Machines, tape 
measures and others and this demotivates us when visiting HH.   
CHWs cited the low stipend of R2000 a month in relation to the services they offered 
to households, the fact that they were on “abnormal” Persal and on contract which 
prevented them from getting a pension fund when they retired. This was one of the 
causes of the high rate of resignations especially among younger team members 
with matric (Grade 12) 
The shortage of Community Health Workers leads to non-coverage of some 
households and areas that need help.   
“We have to travel more than 40km to cover our catchment area. As a result, we end 
up paying public transport from our little stipend of R2000 a month for our safety, 
especially in areas where we have to pass the forest. We like our job but we need 
more support.  
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Poor provision of ambulances. Sometimes when they were called they took a long 
time; because of this, clients end up looking for other means of transport, with costs. 
In Nyandeni sub-district, the CHWs said they were previously eight in number, but 
had teams of three to five now as some had become peer educators. Professional 
nurses in the clinic stressed that CHWs are Home-Based Carers (HBC); hence they 
want them to work in the clinics rather than in the community though this is 
contradicting with the meaning of HBC. One CHW said: 
“We are working more in the clinics. We are in between because we do not know 
where we belong as we receive different instructions.”  
There was no replacement of a WBOT member when one was given study leave, 
and after studies, the person was usually given a different post.  
“We are frustrated of being employed on contract with no pension benefits,” said one 
of them. 
4.8.5 Relationship with nurses at the sub-district hospitals 
This question met with varying responses. On the whole, good interpersonal 
relations were felt to prevail between the WBOT members and the professional 
nurses at the sub-district hospital and PHC facility staff. There nevertheless 
remained a perception, according to team members, that nurses felt threatened by 
their presence and feared losing their jobs because of them. The perception was 
supported by the apparent failure of professional nurses and doctors to respond by 
filling in the back-to-back referral forms when WBOTs referred clients to them. This 
made it difficult for CHW to know what the client’s problem was and to follow up 
accordingly. 
4.8.6 Relationship with ward councilors  
Ward councilors cooperate with the WBOT members especially with CHWs in the 
two sub-districts, except in one village at Nyandeni where a CHW reported that she 
was not accepted: “I was not employed in same village where I live but was replacing 
a colleague that was on study leave, to train as a nurse.” This CHW reported that 
she was helped by the team leader who attended an imbizo (community meeting) 
and a concern was raised regarding her presence. Once the matter was explained, 
she was welcomed and worked well in the community.  
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4.8.7 What CHWs like most about WBOTs? 
The CHWs enjoy interacting with the community concerning their health issues, as 
they are empowered through the various training provided to them. As they affirmed: 
“It makes us feel useful to communities because they trust us. It makes us feel good 
when we help those in need, especially old people and those with stroke. We teach 
families how to change their linen, doing bed baths and basic care.” 
“We also do counseling and give hope to the clients.” 
“We like to help professional nurses during immunization campaigns giving health 
talks to the communities and supporting mothers with disabilities who are bringing 
babies for this service.” 
4.8.8 Improvement of WBOTs  
The respondents proposed various ways of improving WBOTs’ functioning in the 
province, as follows: 
There should be mobile clinics to visit communities at least once a month.  
The contract for WBOTs should be timeously and speedily renewed so as to avoid 
discontinuity in their service, as it affects supervision. 
There should be an increase to the R2000 stipend paid to CHW monthly. In addition, 
they should be placed on the normal Persal system and employed permanently so 
as to qualify for pension funds.  
There is a need to provide offices for CHWs.  
Team leaders should be responsive to their queries, quickly.  
More recruitment of CHWs to perform more frequent and regular home visits, at least 
twice a month  
Considering the vastness of the rural areas that WBOT CHWs cover, the 
government should provide CHWs with transport to serve the community better. 
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CHWs should be provided with basic first aid equipment and protective clothing for 
better service delivery.  
  
4.8.9 Thoughts on the management of WBOTs 
The CHWs said that they do not know all of their managers from sub-districts, but 
they commended the management of the Outreach Team Leaders with whom they 
enjoyed good communication. Delays in CHWs’ contract renewals resulted in gaps, 
allowing some homes to go without visits for months. Some mentioned poor control 
of CHWs due to the low numbers of outreach team leaders; there was an even lower 
number of community-based managers, with one allocated for more than 100 
WBOTs in each sub-district. There was also no clear understanding as to when and 
how many WBOTs were contracted in each year.  
4.8.10 WBOT training as explained by CHWs  
CHWs said that there was one manual with ten modules used for different categories 
of WBOTs irrespective of level of education. The CHWs at Nyandeni said,  
“We attended RPHC course for two weeks (ten days), which was facilitated by a 
white facilitator who was unable to translate to isiXhosa, our language, and the 
manual was also written in English.”   
They were helped by their OTL, who orientated them for a week. However, in 
Nyandeni sub-district, Port St John’s area, four CHW had not yet received training.  
All OTLs and HPs were trained and clear about their roles. The WBOT members at 
Mhlontlo sub-district were trained except for one CHW who was sick during the ten 
days’ training. A gap in the issue of training was identified as the different levels of 
education that trainees possessed, yet being required to undergo the same training 
course. CHWs explained that previously they had been working in different areas 
and in different ways, some being volunteers. They had been extracted from multiple 
categories of workers; direct observation treatment supporters (DOTS), community 
care givers, home-based carers, all with different educational standards. No specific 
educational qualification was required before being contracted. 
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4.8.11 Quality of training WBOTs receive 
The CHWs stated that the quality of training they received was good. It empowered 
them for household registration, teaching them how to fill the back-to-back referral 
forms, and communicate with community members, and keep records. They 
appreciated the ethical consideration to keep information confidential and were glad 
they had been taught this. One of HPs said,  
”I know how to support a client that is having some fits, that I have to loosen tight 
clothes, let her or him lie down on the side not on the back to prevent mouth 
secretions being swallowed and choking the client, and to count the time the fits 
occurred and when each one ends, observe which part was jerking and write all that 
information when I am referring the client to the health facility. That is one of the first 
aids I gained from the training and I am happy as I am no longer running away from 
fitting clients as I know they won’t infect me.” 
4.9. HOUSEHOLD RESPONSES      
4.9.1 Experience with WBOT and what they do 
There were mixed answers from the community concerning the experience of 
households with the ward-based outreach teams. While some households indicated 
seeing CHWs in their community, the majority of House Holds maintained that they 
had never seen a member of these Outreach teams in their own households. The 
results in the two sub-districts indicated that CHW are rarely seen in the community. 
They affirmed:  
“I haven’t seen many. I saw them last week. I have met one last year but now I only 
see them around the community. I saw them once in 2012. I saw them last year and 
once this year.”  
From Mhlontlo sub-district, around Mhlakulo village, the household response was 
that they know about the existence of such teams. Some felt they were to busy to 
listen to the talks given, but would refer such people to homes where they knew here 
was a sick person.   
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4.9.2 Services provided by WBOTs 
The household respondents stated that the CHWs provided numerous services 
when they visit the households. The CHW cared about their health status by 
inquiring about their health and medical problems. The WBOT members inquired 
whether a member of a particular household on chronic medication regularly takes 
treatment, they also collect treatment from clinics for patients who are unable to walk 
and have no one to help, they screen clients for TB, offer counseling and education 
for HIV/AIDS and other health-related problems, they educate on the need to screen 
for HIV, TB, pap smears, diabetes and other issues. In some situations, after 
referring a patient to the clinic, they might even clean the house, wash clothes and 
disinfect the house. One said: “WBOT CHWs educate us about health issues like 
diet, cleanliness, checking children’s cards for immunizations. When they come, they 
ask whether we are sick or not, check for TB by screening us.”  
There was an interesting case at Mhlontlo where a bed-ridden lady in the household 
received a wheelchair through the intervention of the WBOTs after a long stay in bed 
without being able to walk or move.  This lady recalled: 
“I was alone at home in Mhlontlo village, when I was visited by ooNomakhaya 
(CHW), being bed-ridden for more than five years, but having problems from age 25 
years. At the time I was 40 years old. They greeted me having a smile and 
introduced themselves as CHWs from the Department of Health. They asked if I am 
willing to share my health problems with them and I told the CHW that I experienced 
back pains whilst I was doing matric. As a result, I could not write final exams in 
Standard 10. That problem become complicated as the time went on till I became 
bed-ridden from age 35. CHW asked about who is taking care of me. I was crying 
when I told them my story.  
“I had a back pain and I visited clinics several time with same problem. I was 
sometimes referred to hospital but there was no change except that I was referred to 
physiotherapists for exercises and I was discharged after two months. My mother, 68 
years old, has to take care of me.  On that day my mother left me for buying 
groceries in town and there was no one taking care of me as she rushed for 
transport to town. The CHW offered to wash me and made my bed, and gave me 
some food. They promised to talk to Social Development and SASSA and at that 
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time I was not getting disability grant. The hospital staff told me that I was still young 
to get grant.  
“A few days later I was visited by people from SASSA who asked me some 
questions about my condition. In summary I managed to get some disability grant 
and in three months I received a wheel chair which is helping me a lot as I am able 
to do some work at home, things like washing and cooking for myself. I only need 
help when I am going to the pit privy outside the house. I appreciate the work offered 
by CHWs and I feel good when I meet and see them. Through Ward Based 
Outreach Teams intervention, the lady ended up getting wheelchair as shown below 
and received a permanent disability grant.”  
This story indicates what might be termed best practice. The householder’s life had 
clearly been appreciably improved by the intervention of the outreach team, who 
were able to use their networking resources effectively and bring several agencies 
on board to solve a multitude of problems. Figure 11 below shows the home in 
question, with several of the role players who helped make a difference: 
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Figure 11: Ward-based outreach team’s best practice.         
 
 
Figure 11 above showing best practices by Mhlontlo WBOTs. The CHWs at the very 
back of this photograph above reported the condition of the bed-ridden client to the 
Outreach Team Leaders (two of them, in white) who further assessed her, examining 
her and referring her to a family physician and the Department of Social 
Development. As a result, the client received both a wheelchair and a permanent 
disability grant. On the left is the client and family member, at the back are the two 
Outreach Team leaders and the person in the black jacket is the researcher. 
4.9.3 Feelings about the services provided by WBOTs  
The community appeared to value the services provided by the WBOTs. One 
maintained:  
“We feel good about the services they provide especially on education about the 
need to get food with good nutrition and to take medication for any condition we 
suffer from, according to explanation given at the clinic or from the doctor.  They 
respond quickly when called by communities when having emergency of illness 
amongst family members. They go the extra mile to assist families and even show us 
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how to keep our houses clean. They teach us how to cook vegetables to avoid 
overcooking.” 
4.9.4 Comparison with other health services structure 
The communities rated WBOT the highest, compared to other structures providing 
similar health services. This statement is backed up by the evidence below: 
4.10 RECOMMENDATIONS TO IMPROVE WBOTs 
Responses to this question were similar in all categories of respondent. The 
following is compilation of all responses regarding ways to improve the effectiveness 
and smooth-running of the teams. Responses are arranged in themes: 
4.10.1 Human resources 
There should be more recruitment of CHW so that more frequent and regular home 
visits are possible. 
Each team of CHWs should have a team leader to consult with clients who have 
complications and for more in-service training. 
More health promoters should be recruited and trained, for strengthening the teams 
and to increase community awareness through community dialogues. 
4.10.2 Material resources 
Considering the vast area WBOT CHWs cover, the recommendation was that 
government should provide WBOTs with transport to serve the community better. 
CHWs should be provided with basic requirements and protective clothing to provide 
their services better. Things like rain suits, umbrellas and gumboots, medical 
equipment like first aid kits, dressing packs, weighing scales, MUAC tapes, and tape 
measures are much needed. 
CHWs said that they would prefer to do certain visits accompanied by the OTL to 
deal with complicated cases, rather than having to refer such cases to the facilities.  
4.10.3 Communication 
Proper communication between facility managers and WBOTs must be continuous 
and on time. They felt they should not be given a mere one-days’ notice about 
meetings they had to attend,  
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Reports and feedback are scheduled to be held every Friday with the operational 
managers and Outreach Team Leaders. Most WBOT members said they wished 
doctors and nurses would fill in the back-to-back referral forms so that they could 
pick up on what diagnoses were. They suggested that they be allocated electronic 
reporting tools (tablets), linked to outreach team leaders so that their reports could 
be verified before being sent to the Outreach Team Leader then to information 
manager who capture in District Health Information System(DHIS).  
4.10.4 Training 
According to respondents, there should be continuous capacity-building of WBOT 
members so that they use current information and up-to-date guidelines when 
providing services to communities. Training should be scheduled according to a work 
place skills plan and the gaps identified during performance assessments, needs 
analyses and according to individual requests. A skills development coordinator 
should include WBOTs in their training plans. 
4.10.5 The employment process 
This was clearly an area of dissatisfaction. All participants recommended that they 
be employed on a permanent basis and be placed on normal Persal, not abnormal 
Persal as is the case in Eastern Cape Province.  In addition, delays in replacing 
people who left the service must be prevented for continuity of care which let the 
programme down. The renewal of contract for WBOTs should be done by Human 
Resource yearly as stated in CHW one yearly renewable contract 2013/2014.The 
stipend of R2 000.00 monthly was explained as too little by the participants in the 
study. 
4.11 CONCLUSION 
Analyzing the responses from participants, the view of this researcher is that most 
community members wish to get health care services at household level as it 
obviates the need for expensive, time-consuming and, in many cases, extremely 
difficult journeys to clinics. Public transport was not only costly; it was often 
unavailable. This results in many chronic conditions remaining undiagnosed and 
untreated.  
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However, the Department of Health could do a lot to improve the functioning of the 
existing teams. Their first requirement is better resources; they need basic materials 
for healthcare as mentioned, in addition to dedicated transport. It is unacceptable 
that many homes go months without visits, simply due to the shortage of transport for 
employed government workers.  
The respondents showed that the Reengineering of Primary Health Care programme 
has nonetheless made health services accessible to many more people than was the 
case previously. 
The responsibility to ensure that WBOTs function correctly is not one person’s duty 
but requires a multi-disciplinary approach and commitment at all levels of the Health 
Department and other departments. This includes staff within the PHC facilities, 
doctors in hospitals where they refer the complicated clients, managers in various 
government departments, as well as leaders within communities. 
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CHAPTER 5 
DISCUSSION, LIMITATIONS, CONCLUSION AND 
RECOMMENDATIONS 
5.1 INTRODUCTION 
The previous chapter focused on data analysis with some recommendations given, 
according to participants. This chapter gives a more thorough discussion of the 
findings, covers some of the research limitations, draws conclusions and makes 
recommendations.  
5.2 DISCUSSION 
Most of the participants were clear about the role of outreach teams; to conduct 
comprehensive household assessments, register people, refer people and take care 
of conditions which were in their ambit to deal with.   
It is evident that RPHC tea members enjoy the overall scope of their jobs that is, 
helping people in their own communities. They are, however, hampered by 
numerous logistical and systemic flaws that detract from their effectiveness.  
Chief among these is lack of resources with which to work, including transport. They 
are required to travel long distances on poor-quality roads in all sorts of weather, 
often resulting in delays and personal danger, where transport is not available and 
they are forced to walk through remote areas.  Community profiling is often 
inadequately done because of transport obstacles.    
The findings showed that lack of transport was the matter of greatest concern. 
Frequently, CHWs ended up paying for public transport from their pockets, using the 
little monthly stipend of R2000. They recommended that there should be transport 
dedicated to health promoters and Outreach Team Leaders, even if its once a week 
so that as a team they can visit remote areas. They further explained that the mobile 
clinics and NHI trucks sometimes have only one space or no space at all available, 
sometimes they needed to visit area where the NHI trucks were not going. They 
gave this as the reason why household profiling was incomplete and why there was 
little improvement on dashboard indicators. 
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Simple things like the unavailability of forms and toner constantly mitigate against 
their effectiveness.  Participants said that they were supposed to be given stationery 
including all the forms they would require regularly; instead there were constant 
delays in acquiring them, and they could not even photocopy their own forms due to 
facilities not having toner. Clearly, procurement processes are not working properly.  
The Outreach Teams are well trained in record keeping, filing and storing of clients’ 
records in lockable, secure cabinets. However, one of the challenges is that despite 
their training in this regard, they were frequently unable to store anything due to the 
unavailability of space in small clinics. According to Ward Based Outreach Team 
Leaders Guide, (Health, 2010:207), Outreach Team Leaders are expected to 
organize a filing system for their teams similar to that of a library’s filing system, 
enabling team members to locate files easily.  
Resource constraints were mentioned by all participants as a great source of 
frustration and a contributor to the high turnover of WBOT members. It is clearly a 
barrier to good performance.   
One of the CHWs felt strongly that the administration requirements are too onerous 
and drew the focus of the CHW away from health care and onto admin tasks. There 
are several forms that they are required to fill in the Individual Adult Health Record 
form, the Maternal and Child Health form, the back-to-back referral forms and House 
Registration forms. She felt this consumed too much time. Often, because the forms 
are not available, CHWs used notebooks, and they are unable to capture all the 
information required from the clients. Each is expected to visit five homes per day. 
When so much time is spent filling in forms or writing hand-written notes, valuable 
time is consumed.   
The literature reveals that Lesson 1, Orientation of CHW to the South African Health 
System, CHWs have a Service Pledge need to be read and signed by individual 
team member at the end of phase 1 training.  The Pledge cited that CHW are 
committed to comply to the Public Sector Code of Conduct and are obliged to serve 
the communities with respect, loyalty, dignity and honesty. (CHW Participant Guide 
Phase 1:30).  The guide also talks about ethics, confidentiality of client’s information 
need to be treated secretively and the implications that might occur when one not 
adhered to it (CHW Participant Guide: 30). In Ward Based PHC Outreach Team 
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Leaders Job Aid version 3: there are specific forms required for outreach services, 
clearly written and filed and kept by the Ward-Based Outreach Team Leader.  But 
the challenge is that Version 3 is an original file. The Outreach Team Leader 
member is expected to copy each page for taking the household history and to keep 
the file intact. According to Ward-Based Outreach Team Leader Orientation Learner 
Guide, NDOH: 3 “the training programme provides WBOTS with tools and skills 
required to perform their functions effectively and efficiently during training.”  
It was confirmed by participants that they had received the tool kits and stationery for 
recording and reporting, but these were insufficient in number. The Department 
sometimes is challenged with provision of stationery due to budget constraints.   
Material resources such as Community Health Workers tool kits, First AID kits, 
weighing scales, MUAC tapes and Tape measures were emphasized as areas of 
great challenge. The lack was identified as a barrier to good quality health care and 
a matter for the urgent intervention of district managers and procurement managers 
in order to improve services rendered by Ward-Based Outreach Teams in 
households.  On page 15 of the training manual it is stated that one of the roles of an 
OTL as to control supplies allocated to the team, so as to ensure that teams function 
effectively and efficiently. 
Participants further mentioned a lack of communication tools as a serious challenge. 
They said that they could improve their report submissions if they had tablets 
connected to team leaders and information. It would certainly make their lives easier 
if they did not have to carry bags filled with forms and papers which could not be 
stored and so became damaged through frequent use.  
On the whole, household members appreciated the services rendered by the 
outreach teams and recommend that the Department of Health recruit more CHWs 
so that they can perform household visits more frequently. According to Ward Based 
Primary Health Community Outreach Team Leaders Guide 2011:14 NDoH, each 
complete team consists of six CHWs, one Health Promoter, one Outreach Team 
Leader and one environmental health practitioner and are responsible for serve 1500 
families., CHWs are compelled to visit 250 households in a total of five HH per day. 
On page five of the same manual there is an additional explanation that the 
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allocation of Ward Based Outreach Teams should be determined by the size of the 
population.  
Environmental health practitioners are employed by the local municipality and are 
not always available to serve in the teams. Participants mentioned that some teams 
do not have health promoters or team leaders and that result to the CHWs 
sometimes working without supervision.  
According to the set standards and norms of PHC services in South Africa, 
accessibility of services is measured by the proportion of population living within 5km 
from the clinic (PHC Package for SA 2001:12). WBOTs were introduced to bring 
services to households but human resource challenges are restricting this access. 
At the beginning of this study, it was pointed out that Mhlontlo was the best 
performing, and Nyandeni, the worst performing of the four sub-districts in OR 
Tambo District. Findings show that the reason for this is simply the size, relative to 
the number of people who are expected to service its health needs.  
5.3 LIMITATIONS  
Due to time and financial constraints, it was not possible to include the other two 
sub-districts of OR Tambo in the study. This district consists of four sub-districts, and 
the study was conducted only at two, the best and worst performing. Although results 
cannot be generalized to all sub-districts in OR Tambo, it likely however that many of 
the findings uncovered here do apply in other sub-districts, since all are managed by 
the same Department.   
5.4 RECOMMENDATIONS 
Based on the findings of this research, the following recommendations are made that 
can improve the implementation of RPHC and accessibility of health services to 
household in Mhlontlo and Nyandeni sub-districts: 
General 
 The South African Department of Health should recruit WBOTs based on the 
population they serve. More teams are needed. 
 Employment contracts should be renewed timeously to prevent interruption of 
health services to communities.  
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 The stipend paid to Community Health Workers should be increased. In 
addition, they should be put on the normal Persal system so that after many 
years of service they receive a pension 
 There should be continuous training and development of WBOTs to improve 
understanding and performance on the job. 
 The Outreach Team Leaders should do field-based supervision of CHWs 
continuously, and not just occasionally. CHWs need to know they are 
supported, and they frequently need the more knowledgeable help   
 Operational managers should also become more involved in support and 
supervision of CHWs.  
 A staff turnover survey should be done so as to identify reasons for this. 
 The Department of Health should provide WBOTs with transport to promote 
health accessibility and the effective functioning of teams.  
 WBOTs should be supplied with enough material resources to give efficient 
and effective health services to the community. Procurement processes need 
to be reviewed to prevent the scarcity of essential supplies like forms and 
toner. 
 There should be planned in-service education for WBOTs especially about the 
maintenance of confidentiality so as to comply with Community Health Worker 
Pledge found in their training manual (Health, 2011:17).  
 New clinics built should be designed with more storage space for Outreach 
Team members so that here is not a constant problem of lack of storage 
facilities. In addition, arrangements could be made to buy filing cabinets and 
construct lockable cupboards for existing clinics.  
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Figure 12: Existing transport for teams   
 
The figure12 above shows NHI trucks used to enhance outreach services on sites. 
The first truck is for school health services, the second truck for outreach dental 
services, the third truck is for primary health care services in community war rooms 
and the fourth (not visible here) is for eye clinic services. The challenge is that only 
one outreach staff can fit in with the driver at the front which does not resolve the 
transport challenges. 
Communication 
 The Department has an obligation to provide RPHC teams with enough 
stationery, data collection forms and pens for improving the reporting system. 
In order to improve the quality of reports, the Department should consider 
supplying WBOTs with tablets or smart phones which will save on costs in the 
long run. The tablets or phones must be linked to the District Health 
Information System.  
 There should be scheduled meetings for information sharing, reporting and 
relationship building amongst WBOTs, facility managers, ward councilors, and 
other government departments like Education, Home Affairs, SASSA, 
Agriculture, Transport and Public Works. These should be planned and 
communicated well in advance so that meetings do not become another 
source of disruption. 
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5.5 CONCLUSION  
 Reengineering Primary Health Care programme was adopted as a strategy to 
promote accessibility of health services to the community of South Africa. It was 
devised in response to the World Health Organization’s call to “Health for all by the 
year 2000” that the South African government agreed to the Health Department to 
provide PHC services for free., http://ielts.host-race.net/writing/essay/:344 –
advantages and disadvantages of free health services. 
The programme is greatly appreciated by communities for the valuable service it 
performs, where it is visible. It goes a long way to enhancing the image of the Heath 
Department, giving health care a personal aspect and bringing health care down to 
its basic components of caring and meeting real needs.  
The programme is much hampered by logistical and systemic weaknesses in Health, 
many of which could be ironed out with the energy and willingness to do so. The fact 
that WBOTs are appointed on a contract basis, at a very low stipend, tends to create 
an underlying distrust between team members and the Health Department. The 
feeling from participants is that, WBOTs are not appreciated, a feeling which is 
reflected by the high turnover rate of team members.  
Human Resource Outreach team leaders to handle maternal clients,   
 Health Promoters to market the program mobilize communities, write media 
statements  
 Community Health Workers to give service at HH 
 Increase the teams to cover wards with none 
 Renew employment contract timeously  
    Material Resources:   
 Provision of protective clothing  
   Medical equipment-  
 Screening tools, scales, first AID kits and transport dedicated to WBOTs 
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Communication Tools 
 There is a need for WBOT stationery and tablets  
Dedicated transport needed to improve visits 
 Integration of services between Outreach, school health and Department of 
Education so that transport to schools in the same ward can be shared with 
outreach teams. 
 
Training  
 All outreach teams to be trained on the job. 
According to the South African Constitution, 1996, every individual has the right to 
have access to health services. With team members having to service 1500 people, 
it becomes impossible for them to visit households as frequently as they need to be 
visited. More teams need to be employed. 
Reflections from all participants indicated that the Department of Health has taken a 
step in the right direction with this programme and that some cooperation does exist 
with other departments like Home Affairs, Social Development, Education and 
others. More energy, resources and thought need to go into ensuring that the 
programme continues to flourish and to meet needs, or the programme may be in 
danger of losing its momentum. 
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                                       Isikhokhelo semibuzo yabahlali 
 
1.  Ulwazi ngoonomakhaya   
 Unolwazi ngabantu abatyelela amakhaya besuka kwisebe 
lezempilo? 
 Wagqibela nini ukubabona? 
                          
 
2. Benza ntoni xa befikile kumakhaya enu? 
 Ingaba uziva njani ngeenkonzo abazikeza kumakhaya enu? 
 
 
3. Ingaba bohluke njani kwabanye abanikezela iinkonzo zabahlali? 
 Yintoni enincedayo kwinkonzo zoonomakhaya? 
 Uziva njani xa betyelele ikhaya lakho 
 
4.  Ingaba zikhona ezinye iinkcukacha endingazibuzanga, onqwenela 
ukuthetha ngazo? 
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RESEARCH QUESTIONS 
TOPIC: Perceptions and experiences of Ward based Outreach Teams in Implementation of 
Reengineering Primary Health Care at Mhlontlo and Nyandeni Sub district, in OR Tambo 
District, Eastern Cape Province, South Africa 
Demographic Data 
Date  
Time  
Place OR Tambo District 
 
Mark with an x where applicable 
No Gender Male Female 
    
 
WBOTs Practices 
1. Knowledge and perceptions 
What do you know about Ward Based Outreach Teams (WBOTs)? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
2. What services are rendered by WBOTs to the communities? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
3. Experiences  
   How do you feel about quality of services provided by WBOTs? 
________________________________________________________________________
________________________________________________________________________
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________________________________________________________________________
________________________________________________________________________ 
 
   4. What do you like most about WBOTs? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
4. Experiences 
How many kilometers do you travel from facility where you report, to the House Hold 
you visit? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
5. Experiences 
How Many are you in each team? 
________________________________________________________________________
________________________________________________________________________ 
6. Experiences 
   Where do WBOTs live? 
________________________________________________________________________
________________________________________________________________________ 
7. Experiences  
   How CHW are recruited for WBOTs? 
________________________________________________________________________
________________________________________________________________________ 
8. Experiences 
   What is the relationship between the WBOTs and the facility managers and staff? 
 
9. Perceptions 
What do you think about the way WBOTs are managed? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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10. Capacity building (Experience) 
 
 How long is RPHC training?   
 What Training do WBOTs also receive? 
 How many WBOTs trained at Mhlontlo and Nyandeni  
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________
________________________________________________________________________ 
11. Perceptions 
     What is your impression about the training WBOTs receive? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
12. Experiences 
What is the relationship between WBOTs and the ward Councilor? 
___________________________________________________________________________
___________________________________________________________________________ 
13. Experience 
How did you benefit from WBOTs? 
 
________________________________________________________________________
________________________________________________________________________ 
14. Perceptions and experiences 
Is there anything you wish to say about WBOTs that was not asked? 
________________________________________________________________________
___________________________________________________________________ 
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                                                          ANNEXURE B 
 
 
 
                               APPLICATION LETTERS FOR ETHICAL CLEARANCE 
 
 
 
                                                                    TO 
 
 
 
 
                                           RESEARCH ETHICS COMMITTEE  
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UNIVERSITY RESEARCH ETHICS COMMITTEE 
APPLICATION FOR ETHICAL CLEARANCE: HUMANS 
 
Please indicate (x) 
New application  
Re-submission X 
Renewal application  
 
SECTION 1:  DETAILS OF APPLICANT/PRINCIPAL INVESTIGATOR 
Name: Nomfanelo Mirriam Surname:  Jack Professional Status: Professional Nurse 
(District Clinical specialist nurse 
Primary Health Care) 
University Division / Faculty and Department:  Health Science and Agriculture 
Complete Postal Address:  No 7 Kathryn Road , Amalinda , East London, 5247 
Telephone No: 0475029014/ 9000 Fax No: Cell No: 0835266777   /0605579666 
E-mail address:   Mfanie.jack@gmail.com 
SECTION 2:  TITLE OF STUDY 
Title of Research Project:   Perceptions and Experiences of Ward Based Outreach 
Teams in implementing Primary Health Care Reengineering at Mhlontlo and 
Nyandeni sub districts in Oliver Reginald Tambo Health District. 
 
 
 
Sponsor’s Protocol No (if applicable)  N/A 
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                                        UNIVERSITY RESEARCH ETHICS COMMITTEE   
SUPERVISOR'S DECLARATION 
The supervisor must sign a declaration for each student project supervise 
A. SUPERVISOR 
Surname  Jinabhai Initials N. Title Prof. 
Capacity SUPERVISOR  
Department Health Science and Agriculture 
Present position  E-mail njinabhai@gmail.com 
Telephone no. (w)  Cell 0827740836 Fax  
 
A. RESEARCHER 
Surname Jack Initials N.M. Title Mrs  
Department Eastern Cape Department of Health- OR Tambo District 
Telephone no. Cell 0605579666 / 0835266777 email Mfanie.jack@gmail.com Fax  
 
 
C. PROJECT TITLE (MAXIMUM OF 250 CHARACTERS FOR DATABASE PURPOSES) 
Perceptions and Experiences of Ward Based Outreach Teams in Implementing Reengineering Primary Health Care at 
Mhlontlo and Nyandeni Sub district In Oliver Reginald Tambo Health District in Eastern Cape Province. 
I, (Title,Fullname)………………………….…………………………..  
declare that : 
 I have read through the submitted version of the research protocol and all supporting documents and am 
satisfied with their contents. I am satisfied that the scientific content of the research is satisfactory and 
up to standard for an educational qualification at this level. 
 I am suitably qualified and experienced to supervise the above research study. 
I undertake to fulfill the responsibilities of the supervisor for this study as set out in the 
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                                             ANNEXURE    C 
 
                        
 
 
                                  RESEARCH ETHICAL CLEARANCE FROM  
 
 
 
                                        UNIVERSITY OF FORT HARE 
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                                                   ANNEXURE D 
 
 
 
 
 
 
                LETTER REQUESTING PERMISION TO CONDUCT RESEARCH  
                                                   
                                                                       TO 
 
                                                 OR TAMBO DISTRICT MANAGER 
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                                                                                                               7 Kathryn Road 
                                                                                     Amalinda 
                                                                                     East London 
                                                                                     5247 
                                                                                     10.04.2015  
 
OR Tambo District Manager 
Mthatha 
Request Permission to conduct a Research Study 
Researcher:  Nomfanelo Mirriam Jack.  
I hereby request permission to conduct the above mentioned research study. The 
aim of the study is to investigate the perceptions and experiences of Ward Based 
Outreach Teams in implementing PHC reengineering. The researcher is a student at 
the University of Forte, registered to do Masters in Public Health, Student no: 
201415882. The Title of the study is, Perceptions and Experiences of Ward Based 
Outreach Teams in implementing Primary Health Care Reengineering at Mhlontlo 
and Nyandeni Sub- district, OR Tambo 
The researcher will ensure that the participants are not exposed to harm or injury 
and confidentiality will be maintained throughout the study. The researcher will 
comply with the Ethics of research. The participants in this study will be WBOTs 
working in the two mentioned sub districts and the information from respondents will 
be kept under lock and key and will not be linked to individual participant. The 
participant’s identity will not be exposed during reporting and publication of this 
study. Participation in this study will be voluntary and no individual will be forced to 
participate. The participants will be permitted to withdraw at any stage and no 
penalty will be applied. 
Hope that this letter will receive your favourable consideration. 
Yours sincerely                                                       
Nomfanelo Mirriam Jack  
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                                        ANNEXURE E 
 
 
 
 
 
         PERMISSION LETTER TO CONDUCT RESEARCH 
 
                         FROM OR TAMBO DISTRICT 
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                                                ANNEXURE F 
 
 
                LETTER REQUESTING PERMISION TO CONDUCT RESEARCH  
                                                  
 
 
                                                                 FOR 
                                       
 
                             MHLONTLO AND NYANDENI SUB- DISTRICT MANAGER 
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                                                                                                   No 7 Kathryn Road          
                                                                                                                       Amalinda 
                                                                                                   East London 
                                                                                                   5247  
                                                                                                   15.04.2016 
The Sub-District Manager 
Mhlontlo sub-district 
Umtata 
 
Dear Sir / Madam  
 
Researcher:  Mrs Nomfanelo Mirriam Jack 
 
I hereby request for a permission to conduct the abovementioned study project. The 
Title of the study is, Perceptions and Experiences of Ward Based Outreach Teams in 
implementing Primary Health Care Reengineering at Mhlontlo and Nyandeni Sub- 
district, OR Tambo.  
The researcher will ensure that the participants are not exposed to harm or injury 
and confidentiality will be maintained throughout the study. The researcher will 
comply with the Ethics of research. The participants in this study will be WBOTs 
working in the two mentioned sub districts and the information from respondents will 
not be linked to individual participant. The participant’s identity will not be exposed 
during reporting and publication of this study. Participation in this study will be 
voluntary and no individual will be forced to participate. The participants will be 
permitted to withdraw at any stage and no penalty will be applied. The research 
study has been approved by Research Ethics Committee of Forte University, the 
Eastern Cape Department of Health and OR Tambo District Office 
I hope that my request will receive your favourable consideration. 
 
Yours Faithfully 
Nomfanelo Jack (Mrs) 
 
95 
 
 
                                                                                    7 Kathryn Road 
                                                                                     Amalinda 
                                                                                     East London 
                                                                                     5247  
The Sub-District Manager 
Nyandeni sub-district 
Umtata 
 
Dear Sir / Madam  
 
                       REQUEST: PERMISSION TO CONDUCT A RESEARCH STUDY  
I hereby request permission to conduct the research study. The Title of the study is, 
Perceptions and Experiences of Ward Based Outreach Teams in implementing 
Primary Health Care Reengineering at Mhlontlo and Nyandeni Sub- district, OR 
Tambo. 
The researcher will ensure that the participants are not exposed to harm or injury 
and confidentiality will be maintained throughout the study. The researcher will 
comply with the Ethics of research. The participants in this study will be WBOTs 
working in the two mentioned sub districts and the information from respondents will 
be kept under lock and key and will not be linked to individual participant. The 
participant’s identity will not be exposed during reporting and publication of this 
study. Participation in this study will be voluntary and no individual will be forced to 
participate. The participants will be permitted to withdraw at any stage and no 
penalty will be applied.  
The research study has been approved by Research Ethics Committee of Forte 
University, the Eastern Cape Department of Health and OR Tambo District Office.     
I hope that my request will receive your favourable consideration. 
 
Yours Faithfully 
Nomfanelo M. Jack (Mrs) 
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ANNEXURE   G 
 
 
 
 
 
 
 
 
ETHICS RESEARCH CONFIDENTIALITY AND INFORMED CONSENT FORM 
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Ethics Research Confidentiality and Informed Consent Form 
Please note: 
This form is to be completed by the researcher(s) as well as by the interviewee before the 
commencement of the research. Copies of the signed form must be filed and kept on record 
(To be adapted for individual circumstances/needs) 
 I Nomfanelo Mirriam Jack, ASELPH student at the University of Fort Hare / Department of Health 
Science and Agriculture, is asking for Ward Based Outreach Teams allocated at Mhlontlo and 
Nyandeni Sub district to answer some questions, which we hope will benefit your community and 
possible the Department of health in the future.   
The Researcher Nomfanelo Mirriam Jack is conducting research regarding Perceptions and 
Experiences of Ward Based Outreach Teams in Implementing Primary Health Care Reengineering 
at Mhlontlo and Nyandeni Sun district in OR Tambo district. I am interested in finding out more 
about Ward Based Outreach and Primary Health Care Reengineering as the new concept in health 
department. 
We are carrying out this research to help OR Tambo district to determine the challenges and 
successes associated with WBOTs in implementing Primary Health Care Reengineering and to 
explore their perceptions and experiences……. (adapt for individual projects) 
Please understand that you are not being forced to take part in this study and the choice whether to 
participate or not is yours alone. However, we would really appreciate it if you do share your 
thoughts with us. If you choose not take part in answering these questions, you will not be affected 
in any way.  If you agree to participate, you may stop me at any time and tell me that you don’t want 
to go on with the interview. If you do this there will also be no penalties and you will NOT be 
prejudiced in ANY way. Confidentiality will be observed professionally. 
 
I will not be recording your name anywhere on the questionnaire and no one will be able to link you 
to the answers you give. Only the researchers will have access to the unlinked information. The 
information will remain confidential and there will be no “come-backs” from the answers you give. 
 
The interview will last around (30) minutes (this is to be tested through a pilot). I will be asking you a 
questions and ask that you are as open and honest as possible in answering these questions. Some 
questions may be of a personal and/or sensitive nature. I will be asking some questions that you may 
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not have thought about before, and which also involve thinking about the past or the future. We 
know that you cannot be absolutely certain about the answers to these questions but we ask that 
you try to think about these questions. When it comes to answering questions there are no right and 
wrong answers. When we ask questions about the future we are not interested in what you think 
the best thing would be to do, but what you think would actually happen. (adapt for individual 
circumstances) 
If possible, our organization would like to come back to this area once we have completed our study 
to inform you and your community of what the results are and discuss our findings and proposals 
around the research and what this means for people in this area. 
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INFORMED CONSENT 
I …………………….. hereby agree to participate in research regarding Perceptions and Experiences of 
Ward Based Outreach Teams in implementing Reengineering PRIMARY Health Care at Mhlontlo 
and Nyandeni Sub districts. I understand that I am participating freely and without being forced in 
any way to do so. I also understand that I can stop this interview at any point should I not want to 
continue and that this decision will not in any way affect me negatively. 
 
I understand that this is a research project whose purpose is not necessarily to benefit me 
personally. 
 
I have received the telephone number of a person to contact should I need to speak about any 
issues which may arise in this interview. 
 
I understand that this consent form will not be linked to the questionnaire, and that my answers will 
remain confidential. 
 
I understand that if at all possible, feedback will be given to my community on the results of the 
completed research. 
 
…………………………….. 
Signature of participant    Date: ……………….. 
 
I hereby agree to the tape recording of my participation in the study  
…………………………….. 
Signature of participant    Date: ……………….. 
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                                                LETTER FOR CO-CODING 
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